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a good 
breakfast. 


Control nausea and vomiting 
of pregnancy with 


NIDOXITAL 


Nidoxital logically combines benzocaine, pentobarbital 
sodium, nicotinamide, dl-methionine, and pyridoxine hy- 
drochloride thus providing a prompt quieting effect on the 
specific organs involved in the vomiting syndrome. Nidox- 
ital further tends to maintain hepatic function, protein and 
fatty acid metabolism, and normal nerve function. 


DOSAGE 


| The usual dosage of Nidoxital Capsules is one 

| capsule taken three times daily 45 minutes before 
| each meal. In the interests of economy, 

| original prescriptions should specify 


NIDOXITAL 


12 to 24 capsules only. 


in PHARMACEUTICAL CORPORATION 


RARITAN, NEW JERSEY 
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Clinical tests’ indicate 
SPENCER effectively controls 
orthostatic hypotension 
following high dorsolumbar sympathectomy 


One of the findings in studies* covering a 6 month 
to 3 year follow-up on 173 patients who had sym- 
pathectomies to include the 4th thoracic level in- 
dicate that the control of the orthostatic hypoten- 
sion which results “routinely requires a special cor- 
set (Spencer Support) with a spring —- 
pad (Spencer Abdominal Spring Pad**) . 


The Spencer Support and Abdominal Spring Pad 
used in these—and in present—studies are pictured 
at right. Their effectiveness in control of this hypo- 
tension is due to these physiological benefits: 


The support - which improves 
and maintains posture and body 
mechanics—and the Abdominal 
Spring Pad—which serves as a 
resilient visceral elevator — com- 
bine to help prevent the pooling 
of blood in lower abdomen and 
extremities, favorably influence 
circulation and respiration, en- 
courage exercise of muscles. 
The comfortable support to 
spine and abdomen exerts a 
desirable psychological effect, a 
heightened sense of well-being, 
and confidence in getting back 
to normal living. 


These benefits are obtained because this 
Spencer Support—like every other Spencer—is 
individually designed, cut, and made for each 
patient to attain the prescribed medical aims. 


SPENCER, INCORPORATED 
1139 Derby Ave., Dept. MW, New Haven 7, Conn. 


For a dealer in Spencer Supports, look in { Canada: Spencer, Ltd., Rock Island, Que. 
telephone book (see “Spencer corsetiere,” England: Spencer, Ltd., Banbury, Oxon. 
“Spencer Support Shop,” or Classified Please send booklet, “Spencer Supports in 
Section). Or write direct to us. § Modern Medical Practice. 
Evans, James A., Bartels, Carl C., Results of High Dorso- l (Name) 
Medicine 30: 307-329 (February) 1949. L} (Street) 


SPEN CER SUPPORTS 


FOR ABDOMEN, BACK AND BREASTS 
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@ A Duozine Dulcet Tablet is medicine 
all right—two potent sulfonamides — but 
to the child it’s a pale orange cube that 
tastes like tutti-frutti candy all the way 
through. Each Duozine Dulcet Tablet con- 
tains 0.15 Gm. sulfadiazine and 0.15 Gm. 
sulfamerazine—as stable and accurate as it 
is possible to compound. The antibacterial 


effect is the same as 0.3 Gm. of either drug, 


but the risk of erystalluria is only as great 
as thatof 0.15 Gm. ofone of the sulfonamides. 
Indications and dosage are the same as for 
unflavored tablets. Dvuozine Dulcet 
Tablets are available on prescription through 
your pharmacy. Write for literature today. 
Aspott Lasoratoriges, North Chicago, Ill. 

@ Specify Abbott’s Sulfadiazine- 


Sulfamerazine Combination 


e 
Duozine dulcet” tablets 


MEDICATED SUGAR TABLETS, ABBOTT 


TRADE MARK 


(Sulfadiazine 0.15 Gm.—Sulfamerazine 0.15 Gm. Combined, Abbott; 
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announcing... 


PLUS 


A worthy “running-mate” to S.K.F.’s famous Feosol 


Feosot Ptus is a logical new preparation for the 
treatment of those ill-defined secondary anemias which 
resist treatment with iron alone. 


As the physician well knows, iron deficiency is often com- 
plicated and prolonged by a lack of certain other factors 
essential to erythropoiesis. To combat such multiple- 
deficiency anemias, S.K.F. now offers Feosot Pius, a 


delicately balanced, broad-range formula. 


Each FEOSOL PLUS capsule contains: 


Ferrous sulfate, exsiccated, U.S.P. ........ 200.0 mg. 
Liver concentrate powder (35:1) . . ....... 325.0 mg. 
Thiamine hydrochloride, U.S.P. (B,) . ...... 2.0 mg. 
Nicotinic acid (Niacin), U.S.P.. ......... 10.0 mg. 
Pyridoxine hydrochloride (B,) . . 1.0 mg. 


FEOSOL PLUS by no means replaces Feosol. Feosol is the standard therapy 


in simple iron-deficiency anemias. 


DOSAGE—3 capsules daily, one after each meal 
HOW PACKAGED—in bottles of 100 capsules 
Smith, Kline & French Laboratories, Philadelphia 
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In ancient days, Ceres, goddess of fertility, 


could offer her unhappy sterile worshippers 
nothing more thah faith. Today, Ceres has a 
handmaiden, pro esterone, the specific principle 
lacking in many instances of spontaneous abortion. 


replacement therapy with 


PROLUTON* prevents abortion 


in 8 of every 10 Women when due to 
corpus luteum hormone deficiency. 


Available as oon for intramuscular injection, 
and as PROLUTON Buccal Tablets, (Schering’s 
recently developed intraoral form of pure 
prog sterone) these two preparations meet the needs 
of ea requiring corpus luteum therapy. 


i dicated inthreatened abortion and dysmenorrhea. 
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The Chine call it 


With singular appropriateness, the Chinese symbols 
for Coca-Cola translate to the elementary meaning of 
“the drink that makes the mouth happy.” Legendary 
Cathay—once the goal of occidental explorers—has 
made its own discovery of one of the simple treasures 
of the western world: delicious, refreshing Coca-Cola. 
The Orient has learned to play refreshed and work 
refreshed—with wholesome Coca-Cola. 
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ERGOAPIOL (smith) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK 13,N. Y. 


... to relieve the stain of 
CHRONIC IRREGULARITY 


HEN aberrations of the menses suggest that normal 

function has overstepped the bounds of physiologic 

limits—the physician is often confronted with a con- 

dition which proves highly distressing to the patient. 
For such cases (as in amenorrhea, dysmenorrhea, menorrhagia 
and metrorrhagia), many physicians rely on Ergoapiol (Smith) 
with Savin as the product of choice. By its unique inclusion of 
all the alkaloids of ergot (prepared by hydroalcoholic extrac- 
tion), and the presence of apiol and oil of savin—Ergoapiol 
(Smith) with Savin provides a balanced and sustained tonic 
action on the uterus, affording welcome relief in many func- 
tional catamenial disturbances. It produces a desirable hyper- 
emia of the pelvic organs, stimulates smooth, rhythmic uterine 
contractions, and also serves as an efficient hemostatic and oxy- 
tocic agent. General dosage: 1 to 2 capsules 3 to 4 times daily. 


Write for your copy of the new 20-page brochure 
“Menstrual Disorders—Their Significance and Sy T: 


Supplied only in ethical packages of 20 eupeules. 


Ethical protective 
mark, "MHS" visible 
when capsule is cw 


in half at seam. 
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PATIENT 


Prompt and effective relief from distressing 
urinary symptoms has been achieved in a 
large percentage of patients with chronic in- 
fection of the urinary tract, through the 
simple expedient of taking Pyridium orally. 

Two tablets ¢.i.d. produce an analgesic 
effect on the urogenital mucosa, without sys- 
temic sedation or narcotic action. 

This gratifying symptomatic relief from 


PYRIDIUM’ 


(Brand of Phenylazo-diamino-pyridine HC]) 
MERCK & CO., Inc. 


Manufacturing Chemists 


In Canada: MERCK & CO. Limited Montreal, Que. 


RAHWAY, N. J. 


under TREATMENT 


for Chronic Urinary 


Tract Infection 


ENJOYS 
from distressing 
SYMPTOMS 


urinary frequency, and pain and burning on 
urination, often enables patients to carry on 
without interruption of normal pursuits, 
throughout the course of specific treatment 
of uncomplicated cystitis, pyelonephritis, » 
prostatitis, and urethritis, with virtually no 
danger of side reactions. 

The complete story of Pyridium and its 
clinical uses is available on request. 


Pyridium is the trade-mark of 

the Pyridium Corporation for 

its Brand of Phenylazo- 

diamino-pyridine HCl. Merck 

& Co., Inc., sole distributors 
in the United States. 
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new water-soluble 
vitamin preparations 
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Wivitawia 


4 


SOLUTION 


Wrawins ‘ 


tution of 

a 
4 
wae 


“* Ovi ax 


Poly-Vi-Sol Tri-Vi-Sol Ce-Vi-Sol 

Each 0.6 cc., the usual daily dose, Each 0.6 cc., the usual daily dose, Each 0.5 cc., the usual daily 

supplies: supplies: dose, supplies: 

Vitamin A 5000 USP units Vitamin A 5000 USP units Ascorbic Acid 50 mg 

Vitamin D 1000 USP units Vitamin D 1000 USP units 

Thiamine 1.0 mg Ascorbic Acid 50 mg 

Riboflavin 0.8 mg 

Niacinamide 5.0 mg 

Ascorbic Acid 50. mg 

each is administration 

Soluble in Water and other liquids Any of these preparations can be stirred 

Scientifically Formulated into infant’s formula, into fruit juice, 

Pleasing to the Taste milk or other liquid, or mixed into ce- 

Convenient to Administer real, pudding, or other solid food. They 

Ethically Marketed can be given with a spoon or dropped 
i ly into th th. 

indications directly into the mou 

All of these preparations are ideally HOW SUPPLIED 

suited for the routine supplementation : These products are avail- 

of the diets of infants and children. They able in 15 and 50 ce. bottles, each with 

can also be administered to adults. an appropriately calibrated dropper. 


MEAD JOHNSON & CO. EVANSVILLE 21,1ND., U.S.A. 
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The brilliant English poet, Lord Byron, who had many mild convulsive 
attacks during his short life, is an outstanding example of the fact that 
epilepsy need not cloud a man’s mentality. 

Comparative studies have shown that in some cases better control of grand mal as well as petit 
mal seizures can be obtained with Mebaral than with corresponding doses of other antiepileptic 
drugs. Mebaral produces tranquillity with little or no drowsiness. It is particularly desirable not 
only in epilepsy but also in the management of anxiety states and other neuroses. The fact that. 
Mebaral is almost tasteless simplifies its administration to children. Average dose for children ¥2 


to 3 grains, adults 3 to 6 grains daily. Tablets 2, 1% and 3 grains. 
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Or 


New Yor 13,,N. Y. Winosor, Ont. wena : 
| Mebaral, trademark reg. U.S. & Canada 
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THE ORIGINAL PRODUCT 


(Crystalline Procaine Penicillin—G, Lilly) 


introduced procaine penicillin to medicine. This 
and all subsequent Lilly modifications of peni- 
cillin are made to fulfill the first requirement of a 


useful drug—recovery for the patient. 


Prompt, ample, and sustained penicillin effect in 
body tissues is assured by careful regulation of 


crystal size and vehicle. 


There is an effective form of ‘Duracillin’ to meet 


every preference. 


Eli Lilly and Company + Indianapolis 6, Indiana, U.S.A. 


Detailed information and literature on 
‘Duracillin’ are available from your Lilly 
medical service representative or will be 


forwarded upon request. 
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Treatment of Facial Paralysis 


D. Josephine Collier, A.B., B.M. 


T HERE IS GOOD REASON why this subject 
should have especial interest for us— 
American and English medical women— 
for the research which has made possible all the 
present work on facial paralysis was the result of 
Anglo-American co-operation. Sir Charles Ballance, 
a London surgeon, and Dr. Duel, an American 
otologist, dissatisfied with the results of the treat- 
ment of facial palsy, began in 1930 in the United 
States a series of animal experiments. These experi- 
ments proved beyond doubt the possibility of suc- 
cessful regeneration of nerves by means of 
autoplastic nerve grafts.’ Previous to this, facial 
paralysis of peripheral origin had been treated by 
anastomosing the lower end of the facial nerve with 
another cranial nerve or by a plastic operation 
which restored symmetry by means of slings of 
fascia lata. Neither of these proceedings was really 
satisfactory. There was no possibility of movement 
after the plastic operation; and after anastomosing 
the facial nerve with the hypoglossal or spinal 
accessory nerve, though purposive movements to 
order were possible, there were no spontaneous 
movements of facial expression. In addition there 
were associated movements of the muscle whose 
nerve supply had been utilized, which were often 
distressing to the patient and very unsightly. 


Address delivered before the American 
Medical Women’s Association Branch Two, 
Chicago, at its Annual Meeting, June, 1949. 

Dr. Collier is a surgeon in the Ear, Nose, 
and Throat Department of the Royal Free 
Hospital of London and the South London 
Hospital for Women, and instructor in 
Otology at London University. 
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It is interesting to record that the success of 
nerve grafts in Duel’s hands stimulated interest in 
the whole subject of nerve grafting. The results 
of nerve grafting had been uniformly unsatisfac- 
tory when practised on peripheral nerve injuries in 
World War I. Much work on nerve regeneration 
took place between the two wars, notably by 
Weiss in Chicago, and by Davis and his as- 
sociates,"* and in England by the Oxford 
School.”*" This work on nerve and muscle de- 
generation and regeneration has been invaluable in 
treating the peripheral nerve injuries of the recent 
war. In our turn we who treat facial nerve injuries 
and diseases have learnt a great deal from the 
peripheral nerve surgeons. The most important 
single fact that prevents regeneration of nerves in 
any part of the body after either neurolysis, suture, 
or nerve grafting is the formation of fibrous tissue 
occurring either within or around the nerve. Opera- 
tive technique has, therefore, to be directed to 
minimizing fibrosis. 

My own interest in this subject began, when, in 
1933, I saw in New York the results of Duel’s 
operations and learnt from him the technique that 
he had developed by that time. With this en- 
couragement I returned to London and spent many 
profitable hours studying the temporal bones in the - 
Cheatle Collection in the Royal College of 
Surgeons.”” You will sympathize when I tell you 
that this collection was lost in the air raid that de- 
stroyed the College Museum on May 10, 1941. 

In discussing the treatment of facial paralysis it 
is necessary to distinguish facial paralysis due to 
disease or injury in the temporal bone from that 
spontaneous form we call Bell’s palsy. The type of 
paralysis that particularly interests otologists, be- 
cause it should be avoidable, is that inflicted by the 
surgeon in the mastoid operation. Nowadays there 
is the possibility that the facial nerve may be in- 
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jured in the fenestration operation for otosclerosis. 
This of course is a rare occurrence in expert hands. 
Since Duel proved the value of operating directly 
on the facial nerve in the temporal bone, either by 
removing external pressure or by a nerve graft if 
there is loss of continuity, many repair operations 
have been performed in the United States and in 
the British Isles. I am afraid some of these have 
been unnecessary, because of the failure to dis- 
tinguish degenerative from non-degenerative le- 
sions. Rapid recoveries occurring in a matter of 
days, sometimes claimed for decompression of the 
facial nerve, can only be due to operation on a 
nerve that has not degenerated but has been in 
the condition called ischaemic block where con- 
duction is temporarily impeded so that paralysis 
is complete but spontaneous recovery is certain. 

The diagnosis between degenerative and non- 
degenerative lesion can be made by carefully per- 
formed electrical testing and by the newer method 
of electromyography.”” By means of the latter 
test, we have been able also to elucidate the partial 
or mixed nerve lesion where some nerve fibres have 
degenerated and others are in a state of reversible 
ischaemic block. Electric testing by the faradic and 
galvanic currents has less value than electromy- 
ography, because functional recovery of movement 
often occurs while the electrical reactions are still 
abnormal. On the other hand, by electromyography 
we can get evidence that regeneration of the nerve 
is taking place several weeks before there is any 
sign of functional recovery. This is very useful in 
prognosis as we now know that there are two 
kinds of degenerative nerve lesions: one in which 
all the nerve structures, axons, myelin sheath, and 
supporting structures are separated and in which, 
therefore, there is no possibility of spontaneous 
regeneration; another in which the axons and 
myelin sheath are broken up but the supporting 
structures, the Schwann cells, and neurilemma 
tubes remain intact so that regeneration can occur 
without operation.” 

Recovery of facial movements is always imper- 
fect after any degenerative lesion, whether recovery 
is spontaneous or occurs as a result of operation 
on the nerve, whether this is removal of pressure, 
nerve suture, or nerve grafting. There are, first, 
the ordinary hazards of regeneration which affect 
the facial nerve like any other motor nerve, but in 
addition the quality of the recovery is limited in 
two ways which are particularly apparent in the 
face where symmetry with’ the opposite side is so 
important. The factor to which much attention has 
been paid in the past is the failure of isolated 
movements which occurs with regeneration. These 


mass movements of synkinesia, as it is generally 
called, may be very disfiguring in that the whole 
side of the face may move as a single functional 
unit with every movement. This is rare in my ex- 
perience, but there is always some synkinesia, even 
if only a dimple in the chin, or a deepening of the 
naso-labial fold, or a contraction of the angle of 
the mouth on closing the eyes. This does interfere 
with the finer shades of facial expression. 

Much work was done in England and in this 
country in attempting to elucidate the phenomena 
of synkinesia and the associated contractures and 
muscle twitches. But the problem of their pathol- 
ogy was finally explained by the work of Howe 
and Tower,” who demonstrated in some beautiful 
experiments that every regenerating nerve branches, 
so that one axon may send nerve impulses to wide- 
ly separated parts of the facial musculature. 
Nothing surgical can be done to prevent this 
misdirection of axons; but the movements can be 
minimized by encouraging the patient to develop 
an immobile face. 

Much discussion has been expended on this 
synkinesia. I think, myself, that the feature that 
limits the standard of recovery even more seriously 
is the wasting and stretching of the facial muscles 
that occurs with denervation. This wasting is most 
rapid in the early stages of paralysis and is more 
rapid during growth, i.e., in infants and young 
children. Now this wasting can be controlled to a 
certain extent by proper treatment from the begin- 
ning, and here we have the responsibility of the 
family physician or the doctor who first sees the 
patient with facial paralysis. The best surgical 
technique which restores continuity of the nerve 
is useless if the delicate facial muscles have been 
allowed to stretch and atrophy before the opera- 
tion or while nerve regeneration is occurring. 


Care of the facial muscles during denervation 
should, therefore, be planned so as to limit both 
wasting and stretching. Treatment is the same as 
for the paralyzed muscles of the limbs. Wasting 
can be retarded, if the muscle function be main- 
tained. Experiments after section and suture of the 
peroneal nerve in rabbits have shown that wasting 
and fibrosis of the limb muscles can be limited if 
daily muscle contraction is brought about by 
galvanic stimulation. Faradic stimulation has no 
effect in the presence of nerve degeneration. Gal- 
vanism does not prevent the atrophy that imme- 
diately follows denervation but it does retard its 
progress. We thought at one time, and I stated 
this in my earlier writings on the subject, that 
electrical treatment favoured the development of 
contractures in facial paralysis by overstimulation. 


J.A.M.W.A.—Vot. 4, No. 10 


TREATMENT OF FACIAL PARALYSIS | 403 


Now I realize that there are two types of contrac- 
ture in the face: those which are an expression of 
synkinesia and, therefore, in some degree inevit- 
able with regeneration, and those due to a true 
fibrous contraction of new formed connective tis- 
sue, the function of which can be retarded and 
diminished by galvanic stimulation. Electrical treat- 
ment has, of course, no effect on the degenerated 
nerve, but it acts only because the muscle contrac- 
tion induced by galvanism limits muscle wasting 
and fibrosis during denervation. 

Prevention of stretching is more difficult in the 
facial than in the limb muscles. We have to 
counteract gravity and the pull of muscles of the 
opposite side. A hook in the angle of the mouth 
attached to the ear may be worse than useless, as 
it stretches not only the orbicularis oris when the 
sound side contracts, but also the levator and de- 
pressor muscles inserted into it. Strapping with 
adhesive plaster, which I formerly used, will keep 
the muscles relaxed, but it interferes with the more 
important electrical treatment and, if taken off 
daily for this, leads to such soreness of the skin 
that the galvanic treatment has to be suspended. 
For the past 4 or 5 years I have been using an 
intra-oral splint fitted to natural teeth or dentures, 
so adjusted that the elevators of the upper lip are 
supported in the position of relaxation.” I am, 
however, not satisfied with any of the procedures 
yet devised for limiting stretching of the facial 
muscles. Thus, wasting and stretching of the 
orbicularis oculi in the lower lid, which is respon- 
sible for persisting epiphora, cannot be prevented 
effectively, though it can sometimes be limited by 
keeping the eye closed by means of cellophane 
strapping applied so as to keep the lachrymal punc- 
tum in contact with the globe of the eye. Co- 
operation between the otologist, the plastic surgeon, 
and the physiotherapist is essential at every stage 
of the treatment of facial paralysis. If the plastic 
surgeon could insert temporary fascial strips super- 
ficial to the muscles, without interfering with 
reinnervation and with minimal scarring, these 
would be more effective than any mechanical 
splinting in the early stages of denervation. After 
return of function which, as I have stressed earlier, 
is never perfect, the appearance can often be im- 
proved by small plastic operations such as 
tarsorrhaphy. In late cases, when complete fibrous 
atrophy confirmed by a negative galvanic reaction 
and if necessary by electromyography is a contra- 
indication to operation, plastic surgery offers the 
only means of diminishing disfigurement. Occa- 
sionally fascial strip operations, in addition to 
masking the deformity, allow partially recovered 


1949 


muscles to work at better advantage so that move- 
ment hitherto ineffective becomes apparent. 

The work of the physiotherapist in facial 
paralysis should be related to the two distinct 
phases in recovery, whether spontaneous regenera- 
tion of nerve is expected or whether operation on 
the nerve is being undertaken. In the first stage 
(when the muscles are completely denervated, i.e.,) 
when no movement is possible, treatment should be 
limited to maintaining the nutrition and contractil- 
ity of the muscles by galvanism. Specific instruc- 
tions should be given to the physiotherapist that 
no attempts at movement should be made at this 
stage. Rather the patient should be instructed to 
cultivate an immobile face, so that the muscles of 
the sound side stretch the paralyzed muscles as 
little as possible. Later, when voluntary movement 
is apparent, re-education can be begun. At this 
second stage in recovery the patient should be 
taught to practise before the mirror, restraining 
with his hand the unaffected muscles of the sound 
side as he tries to move both sides of his face 
symmetrically. 


If the facial muscles are treated in this way 
from the onset of paralysis, decision as to operation 
is not a matter of urgency. In degenerative lesions 
resulting from trauma or mastoid disease, we have 
to consider the nature of the injury or disease, the 
time and mode of onset of the paralysis, and the 
condition of the middle ear and labyrinth. The 
otological findings must at times be reinforced by 
such evidence as may be obtained from electromy- 
ography, repeated observations may be necessary. 


Indication for operation in Bell’s palsy is a 
more difficult problem. We are still in doubt as to 
the exact pathological condition and site of the 
lesion in many cases of spontaneous facial paralysis. 
Probably there is more than one cause for this con- 
dition. The occurrence of cases in groups, or small 
epidemics, suggests an infective origin probably 
from a neurotropic virus.” Merwarth” has describ- 
ed one type, occurring in patients with malignant 
hypertension, and suggests that intrafallopian - 
hemorrhage, analogous to conjunctival and retinal 
hemorrhage, is responsible. There have been few 
descriptions of post mortems in cases of Bell’s 
palsy. Those reported suggest that the lesion may 
be in part a poliomyelitis and in part a neuritis.” 
Changes may be found in the cerebrospinal fluid 
during the early stage of the paralysis, in cases 
without herpetic lesions as well as in the presence 
of vesicles on the ear and neighboring skin. 

For prognosis in Bell’s palsy we rely first on the 
electrical reactions. If the faradic response is 
absent, we know there is degeneration of the nerve 
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and that recovery can occur only by nerve re- 
generation, which is bound to be slow and imper- 
fect. In the large majority of cases the faradic 
reaction is never lost, i.e., the nerve is in a condi- 
tion of ischaemic block and the axons never de- 
generate. Recovery is then rapid and complete. Loss 
of the faradic response may, however, not occur 
for some days after onset, so a confident prognosis 
cannot be given during the first ten days. In the 
presence of the reaction of degeneration, further 
information may be obtained from electromy- 
ography, the changes in electrical behaviour pre- 
ceding clinical signs of recovery by several weeks. 
Signs of recovery in the degenerative group may 
first appear between 3 and 9 months after onset. 
No operation on the nerve should be considered 
until nine months have elapsed without clinical or 
electromyographical signs of recovery appearing. 
Only a very small number of cases will be found 


permanently paralyzed. Owing to the difficulty of 
deciding whether the lesion is proximal to the 
middle ear in these cases it may well be that facial- 
hypoglossal anastomosis offers a better chance of 
some restoration of movement than decompression 
in the fallopian canal. 

Operations on the facial nerve, both for trauma 
and for ear disease, are always tedious and some- 
times difficult. Previous operations and disease may 
have altered and removed the normal landmarks. 
The quality of the recovery obtained after either 
decompression or nerve grafting depends on satis- 
factory regeneration taking place with minimal 
fibrosis. The functional result with good regenera- 
tion is bound to be marred by some degree of 
synkinesia and asymmetry due to wasting, but 
emotional and purposive movements return and 
the psychological benefit to the patient far out- 
weighs the limitations apparent ‘to the surgeon. 
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Starvation and Protein Metabolism 


Suzanne Lamotte-Barrillon, M.D. 


N A BRIEF CLINICAL review of the edemas of 
famine we wish to show how dietary deficien- 
cies produce serious metabolic changes in 

water balance and protein metabolism. 

This report is drawn from data collected during 
the observation of seriously malnourished deported 
persons hospitalized at the island of Mainau in 
May, 1945, after their liberation from Nazi camps. 
Thanks to facilities of all kinds provided by the 
Health Service of the First French Army, we were 
able to conduct a series of investigations. 


I. Cunicat History 


We shall merely touch upon the history of 
deficiency edemas. Their recognition goes back to 
the remotest recorded period—about 2300 years 
ago, when Diogenes Laertius reported how Hera- 
clitus withdrew to the mountains, subsisted on 
herbs and vegetables, became dropsical, and died. 

It is useless to enumerate all the great military 
campaigns that furnished favorable soil for the 
development of deficiency edemas. Let us speak 
only of the particularly heavy tribute paid by hu- 
manity during the last world war. 

Unfortunately, the clinical picture of human 
starvation has become all too familiar, and there 
have been so many accounts of it that their in- 
clusion here is unnecessary. If weight loss is an 
indication of the degree of starvation, that criterion 
becomes invalid with the appearance of aqueous 
infiltration. Nevertheless, in spite of distention, the 
habitus of the patient gives evidence of the priva- 
tions to which he has been subjected: his face has a 
characteristic mask: thin lips, translucent ears, the 
dull look from sunken eyes, hard and glazed. 

Edema may take several forms. When periph- 
eral, it ranges all the way from simple malleolar 
puffiness to massive anascarca. It is soft, white, and 
boggy. Cold extremities readily acquire the cyanot- 
ic coloration emphasized by Prof. Justin-Besancon. 
Its topographic lability is one of its most striking 
peculiarities. During motion of the patient the 
edema is displaced in accordance with the laws of 
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gravity. It seeks the dependent tissues. It will con- 
ceal the eye on one side and then, after the patient 
has turned his head on the pillow, it will collect in 
the cheek on the opposite side. 


The instability of the aggregate retention of 
water is equally conspicuous. Edemas often develop 
in spurts, paralleling the fluctuations of the weight 
curve (4 kg. in 4 days). Inflammatory edematous 
swellings in a patient whose weight is relatively 
stable are still more significant. They link this 
type of starvation edema with the edemas of the 
Quincke type. We shall return to them. Serous 
effusions are often associated with peripheral 
edema, even when this is localized. Thus, it is 
important to make a systematic examination of the 
pleura, even in a malleolar edema. Professor Justin- 
Besacon noted selective localization of peritoneal 
transudates in women. 

Visceral edemas have been lightly dismissed in 
the literature on famine edema. We have seen one 
such case among our seriously malnourished pa- 
tients. Intestinal and mesenteric edema is practical- 
ly always present. Post mortems have acquainted us 
with the peculiar appearance of the omentum and 
the mesentery—translucent, gelatinous, dense, with 
edema of the intestinal wall. This explains one 
important aspect of the digestive disturbances, the 
fluctuating elastic consistency of the abdomen. An- 
other, diarrhea, is also related to these findings. 
It occurs with great frequency among the seriously 
ill displaced persons. In the majority of cases the 
“infectious” etiology is unlikely. Various factors 
may play a role in its origin, but, along with 
faulty alimentary hygiene, avitaminosis, and 
atrophy of the digestive glands, one must recognize 
the transudation that is a part of the disturbance 
in fluid balance. In fact, we have seen diarrhea and 
edema develop simultaneously. 

Edema of the lung is one of the many pulmonary 
manifestations. During the night of August 7-8, we 
observed the sudden occurrence of a genuine acute 
pulmonary edema in one of our patients. He ex- 
pectorated 570 cc. of reddish-amber saliva, high in 
albumin. At the same time edema suddenly ap- 
peared in his face. The heart was unaffected. 

In other cases, more subtly shaded symptoms of 
distress and dyspnea were associated with fine rales. 
In serious cases the post mortem examination con- 
firmed the extent of the pulmonary edema. Certain 
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manifestations appear to have been connected with 
a rise in intracranial pressure due to cerebral 
edema, as in the case of one of our patients who 
had an attack of delirium on the night of July 11. 
It was a delirium of a mystical and patriotic type, 
with visual and auditory hallucinations accom- 
panied by mental and verbal excitation. In other 
cases there was a violent and persistent headache 
with vertigo accompanying the occurrence of facial 
and pulmonary edema. 

These manifestations of edema, whether fluc- 
tuating and whether in subcutaneous cellular tissue 
or in the viscera, lead one to believe that, aside 
from the abnormal total aqueous retention, these 
patients are subjected to a serious disturbance of 
the endogenous distribution of water. Indeed, 
study of the water balance has shown these edemas 
can occur at the expense of organic water supply. 

With one patient, following an extremely small 
transfusion, there was evidence of a slight shock, 
and for the next 6 hours, in spite of an equilibrium 
in the water balance, there was a considerable in- 
crease of edema in the face, hands, and thighs, 
showing a sudden extravasation of fluid into the 
lacunar spaces, at the expense, it seems, of the 
cellular water, and perhaps of the intravascular 
water. His blood volume, measured against Congo 
red, was lowered; he was thirsty and had dehydra- 
tion fever. 

With another patient, when symptoms of cere- 
bral, digestive, and facial edema became evident, 
the weight decreased by three kilograms. The wa- 
ter extravasated into the interstitial lacunae seem- 
ed to be unutilizable. It could not be used for 
organic combustion. 

Restriction of liquids was intolerable, the essen- 
tial water being furnished by cellular and 
circulating reserves. Thus, with one of our pa- 
tients, restriction of water did not contribute at all 
to the diminution of the edema. The lips were 
cracked; thirst was intense; arterial tension was 
lowered. When freedom of indigestion was re- 
stored, the edema was increased. Therefore, the 
craving for water seems to be an effect of en- 
dogenous metabolic disturbances. The attempt to 
satisfy this thirst provokes the clinial appearance 
of the edema. 

The factors favoring the manifestation or 
relapses of edema have been thoroughly outlined. 

1. Orthostatism has an undeniable influence. 
Our patients, like others, tell of the appearance of 
edema in the evening after standing for long 
periods. On the other hand, the favorable influence 
of lying down is emphasized by all authors. 

2. Note should be made of the influence of 


muscular work. It is after a forced march or 


especially hard labor that edema appears, often in 
an acute and unusual manner. Exposure to cold is 
also an exciting factor. 

3. We shall not tarry with an analysis of so 
debatable a point as the role played by sodium 
chloride. Differing conclusions seem to derive from 
varying conditions of observation. Let us only say 
that several of the deported persons told us of 
the ungovernable desire for salt which they ex- 
perienced at certain times, and that they did not 
hesitate to make great sacrifices to procure the 
slightest quantities. The retention of water and of 
salt seems to develop in parallel manner when both 
are given freely. 

4. The existence, in the course of starvation, of 
signs belonging to the hypothyroid series, and the 
recognition of myxedematous anasarcas, of which 
Professor Cachera cited illustrative examples, im- 
pelled us, like many others, to attempt thyroid 
medication. No results were obtained. 

Besides these above noted factors, we wish to 
mention the variable prognosis in famine edema. 
It may persist until death or it may disappear, 
either gradually or suddenly. Concomitant with 
protein, blood, and tissue restoration, recovery oc- 
curs until the nutritional state again becomes 
critical. In any case, the frequency of relapse must 
be emphasized. 

The development of edema may be delayed. 
When it appears late among the underfed in the 
course of re-alimentation it seems to us to present 
a clinical and pathogenic identity. It may appear 
either as a relapse or for the first time. Most 
frequently it is limited in extent, but is often as- 
sociated with a pleural effusion. Orthostatism and 
muscular effort exert a special influence on the dis- 
tribution. It appears in not more than 2 to 3 
weeks, even under the most favorable conditions 
of re-alimentation. 

Although not accompanied by symptoms of 
cardiac failure, the appearance of edema speaks 
for a relative circulatory insufficiency, since it is 
associated with resumption of walking and a diet 
which, in spite of medical advice, is frequently too 
generous. Edema is often accompanied by a per- 
ceptible and transitory hepatomegaly which has 
elsewhere been well described by Debray, and 
which definitely appears to be one of the group of 
vascular hepatomegalies. 

Convalescence is of especially long duration. The 
return to an unbalanced diet and slightly greater 
muscular exertion was sufficient to cause a return 
of edema in a woman whose re-alimentation had 
been effected fifteen months before. 
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II. Posirion oF FAMINE EDEMA IN THE CouRSE 
oF STARVATION AMONG THE VARIOUS DISORDERS 
or ExcHANGE 


Clinical evidence of edema in the process of 
starvation is only one aspect of the serious dis- 
turbance of water exchange. It overlaps the frame- 
work of edema to include various conditions in 
which hydration and dehydration follow each other 
or are combined. 


(a) Apart from the restriction of water, this 
spontaneous juxtaposition of symptoms of desicca- 
tion and of edema appeared to be one of the most 
inherent characteristics of nutritional water im- 
balance. In spite of lacunary infiltration, the lips 
are dry, the skin is peeling and finely wrinkled, 
and thirst is constant. 


(b) On the other hand, dehydration is present 
in all of the malnourished, even in the absence of 
edema, and may be of an extreme type. We had 
the opportunity to observe a clearcut case. The 
face was mummified, the skin fine, taut, warm, and 
brown, the tongue dry and shrivelled, the thirst 
severe. The face was the center of vasomotor and 
sudoral swellings. Muscles were rigid in extension. 
The pulse was 120 and the temperature 40 C. 
(104 F.) Somatic examination disclosed no cause 
for this hyperthermal state. All bacteriologic ex- 
aminations were negative. The anatomic examina- 
tion eliminated diagnosis of visceral infection. We 
were inclined to assign a metabolic origin and link 
it to dry milk fever; in fact, it yielded momen- 
tarily to ingestions of water. What gave autonomy 
to an otherwise commonplace case of desiccation 
was appearance of symptoms during rehydration. 


Subcutaneous injection of normal serum and 
even the ingestion of water were sufficient to cause 
symptoms of pulmonary edema. The patient 
“drowned,” although for more than 20 hours he 
had received fluid only by mouth. This observation 
throws light on the primary disturbance of water 
fixation in the tissues which seems to be the funda- 
mental biological anomaly of starvation. This in- 
capacity of the individual to utilize water explains 
both the dehydration and the edema; it accounts 
for their frequent clinical association and for the 
usual terminal drama to which either of these con- 
ditions may lead. 


(c) Flooding due to starvation was observed 
only among those who were in a highly cachectic 
state. We saw it occur in two dehydrated and five 
edematous patients. With regard to predisposing 
factors, one must take into account the importance 
of too great or too rapid administration of liquids, 
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especially intravenously, since while this treatment 
seems to point to rehydration, it can cause death. 
Since June, 1945, we have drawn attention to the 
danger of such techniques. 


The general clinical picture is always com- 
parable, and from the start the diagnosis is obvious. 
The face is pale; the nose and ears are cold and 
purple; the patient complains of diffuse pain and 
has a premonition of death. Respiration is rapid 
and superficial. Examination discloses a basal dull- 
ness, often succeeded by terminal rales. The blood 
pressure falls and death occurs rapidly. 

Post mortem data are also unequivocal; each of 
the pleural cavities contains 2 or 3 liters of fluid, 
seeming to arise from post mortem transudation. 
Pericardial effusion is constant, often abundant. 
The intestinal mesentery and omentum are edema- 
tous; the brain is turgescent. 

This is a condition of true water intoxication 
which could not be reduced with intravenous in- 
jections of concentrated plasma. To understand 
the significance of these disturbances of water 
metabolism it is necessary to study them in con- 
nection with: 


III. THe PatHotocic Picture oF STARVATION 


It is impossible to describe here the suffering of 
the various viscera during starvation. We wish to 
emphasize the importance of the absolute loss of 
weight, which in critical forms may reach 30 kg. 
or more, resulting in the vanishing of the greater 
part of the muscular deficiency into the front rank 
of responsibility. In recalling the living conditions 
and dietary regimen of the men and women who, 
during the war, became victims of starvation 
edema, we refer the reader to the excellent descrip- 
tions of Richet and Laroche. 

The biologist who would study starvation is 
irrevocably committed to the investigation of 
serous proteins. We know that the serous proteins 
are utilized in tissue synthesis and that they give 
rise to all serous fractions in the course of fasting. 
The work of Sachar advances the theory that there - 
is a definite proportion in the reduction of the two 
protein groups. The study of serous proteins in- 
volves the difficulties that are inherent in the ex- 
amination of mixtures of proteins. These mixtures 
are characterized by their molecular lability. 

Fractionation by the precipitation method is very 
old, originating in 1888 with Hoffmeister’s am- 
monium sulfate process and coming down to the 
isolation of the globulins, which precipitate before 
the half-saturation point, and of the albumins, 
which precipitate after it. By means of these de- 
terminations, the German authors, in 1918, demon- 
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strated the decline of proteinemia and the selective 
deficiency of the albuminous fraction during 
deficiency edemas. Most of the authors confirm 
these findings and they lead to the general 
formula which attributes to starvation. The de- 
termination of osmotic pressure is of great 
biological interest. Normal colloidal pressure of the 
serum is from 33 to 36 cm. of water or 24 to 26 
mm. of mercury for 75 Gm. of protein. We dis- 
covered a decline in osmotic pressure proportional 
to the degree of edema; thus the figures -18, -17.5, 
-16, -16, -11.5 were noted in five highly infiltrated 
subjects, whereas a less considerable decline was 
noted in two patients afflicted with discrete edema, 
and normal values in two others who were mal- 
nourished but had no edema. We have seen 
osmotic pressure increase with feeding. 


An important fact is that the pressures developed 
are weaker than those which furnish analogous 
figures in normal proteins. To appreciate this 
divergence, one must refer to empirically drawn 
calculations. 

In our observations, it must be mentioned that 
abnormally weak pressures do not always coincide 
with the lowest albumin quotients. This confirms 
the belief in a physical anomaly of serous proteins 
in the course of starvation. 


Protein fractions may be isolated from a mixture 
by molecular sedimentation in a high intensity 
rotating field according to their settling velocity or 
sedimentation constant. 


S=Dx x 1 ds 
Dt Wx on 
where Dx=velocity of translation in cm. per sec., 
Dt 
x—distance from the center of rotation in 
cm 


and W=angular velocity of the centrifuge. 


When the system is in equilibrium, molecular 
weights may be calculated by means of the ultra- 
centrifugal method. The following proteins are 
isolated from the serum; one with a constant of 
4.5, corresponding to albumin, another with a 
constant of 7.1, corresponding to globulin, and 
finally a third, present in extremely small quanti- 
ties, with a sedimentation constant of 18.5 and a 
molecular weight of approximately 1,000,000. 


We verified these results for normal serum, 
using one centrifuge at 40,000 revolutions and an- 
other at 50,000. From sera of the edematous star- 
vation victims, we recovered these three fractions, 
as well as a fourth with a constant of 11.5. 


On analysis the graphs show certain deviations: 
The curve corresponding to albumin is less sym- 
metrical than that for a normal subject. The 
graphic representation portrays a lesser homo- 
geneity of this fraction and it does not have the 
definite monodispersion present in a normal sub- 
ject. The surface of the curve corresponding to 
the globulins shows the presence of a polydispersed 
substance and covers a greater surface than in 
normal persons. The heavy component is prom- 
inent and a fourth fraction is distinctly visible. 


Thus, the globulins, as a whole, are not only 
increased, but their polydispersion is more easily 
noted, and the presence of fractions with heavier 
molecular weights can be seen. Three weeks later 
new examinations showed an increase in the surface 
corresponding to albumins. 

One must be very cautious before drawing any 
definite conclusions, in view of the lability of the 
physical properties of protein molecules. How- 
ever, under fixed conditions, comparative deviations 
of the various components, isolated by the least 
dificult of the fractionation methods, retain a 
particular biological value. The examination of 
immune sera proves this and it would seem that 
we could conclude that physical differences exist 
in proteins during starvation. 


Study by electrophoresis seems to be equally 
interesting. Here the particles are differentiated 
due to the velocity of their displacement by a 
constant flow of electricity with a definite pH. 
Four fractions can be separated by this method 
from normal serum. From Professor Malmejac of 
Algiers we have an electrophoretic graph of the 
serum of a woman who had recovered from 
starvation edema. The curve corresponding to 
albumin is much below the normal, while the 
beta-globulin component is excessively high. It is 
extremely interesting to record these anomalies in 
a patient whose dietary restoration had occurred 
19 months before and whose protein ratio and 
quotient had again become normal. This persistence 
of physical anomalies is in agreement with the 
susceptibility observed in the clinic, in relation to 
the possible determining factors of edema. 

The results of these diverse methods are difficult 
to compare. They vary with experimental condi- 
tions, but they retain their full value if they serve 
as a comparative standard, using the constants of 
normal sera for reference. 


IV. PuysiopaATHOLocy oF DericieNcy Epemas 


First place should be given to hypotonia, what- 
ever the quantity of serous proteins and of the 
serum-globulin ratio. The edematous patients al- 
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ways displayed a lowered osmotic pressure. In a 
certain number of observations, the variations of 
edema were a direct function of those of osmotic 
pressure. Hypotonia is the cause of the bloody 
extravasation, all the other constants expressed in 
the celebrated laws of Starling being normal. 


However, there are those less simple cases where 
the state of the osmotic pressure does not suffice to 
explain the edema. Ruzniack has already drawn 
attention to hypotonia without edema, and 
Govaerts to the resorption of the infiltration before 
the osmotic pressure returned to normal. We dis- 
covered analogous discrepancies. 


One must, therefore, conclude that if hypotonia 
continues to be the biological anomaly essential 
for producing the predisposition to edema during 
starvation, it is still, in a certain number of cases, 
insufficient to justify its appearance. In these cases 
another constant which occurs in the laws of 
Starling can be pathologic, i.e., capillary tension. 
This is a function of many components: circula- 
tory tone, freedom of venous flow, temperature, 
etc. It is conceivable that it can be greatly dis- 
turbed in the course of starvation. Capillary 
hypotension of seriously cachetic bedridden patients 
can, however, compensate for the hypotonia. 


On the other hand, capillary hypertension favors 
edema and produces an increase of venous tension. 
It is to the credit of Govaerts that he emphasized 
the circulatory disturbances existing in starvation 
edema, and pointed out that venous tension was 
abnormally raised in these states. 


It seems to us that the role of this circulatory 
factor clearly belongs to particular types of famine 
edema, such as ambulatory forms, which were ob- 
served in occupied countries, or cases appearing late 
upon resumption of walking and eating. We have 
cited clinical evidence for this. 

The plasmic volumes that we measured under 
these conditions were recognized as amplified and 
were in agreement with the results by Cachera. The 
English authors verify this increase of plasmic mass 
in the course of recuperation. 

On the other hand, to justify the clinical data 
on the early edemas occurring, or developing, in 
two highly cachetic bed patients, one must interpose 
a capillary factor of an entirely different character, 
namely, a sudden increase in permeability. In con- 
sideration of this point we wish to note the special 
type of edema appearing in an explosive fashion in 
various regions in the form of fluctuating and 
mobile swellings accompanied by vasomotor pheno- 
mena and serious neurovegetative disruption. 
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A more solid basis is given to this physiopath- 
ologic theory by the increased ratios of proteins 
which, contrary to established beliefs, we found in 
edematous fluids. Among our patients these fluids 
gave 10 to 25 Gm. of albumin per 1,000 cc. It is 
evident that the presence of proteins in the effused 
fluid is a secondary factor in the occurrence of 
edema, on account of the osmotic pressure it 
develops outside of the circulatory channel. 


The stimulus of this increase of capillary 
permeability remains to be discussed. It can ac- 
count for the delayed or ambulatory edemas with 
relative circulatory insufficiency. In early edema we 
believe that the abnormal protein and purine wastes 
act as toxins or as allergens and can be the source 
of vasomotor symptoms, suddenly increasing the 
filtration to the level of the abnormally fragile 
capillary walls. 


This conception probably explains the number of 
cases reported in which, in spite of a generalized 
edema with massive effusion into serous membranes, 
the plasmic mass was found to be normal or di- 
minished. It was so among the starving in an early 
stage at the Belsen camp, as observed by Mollison. 
We have made verifications on two occasions. 

A similar mechanism can account for anasarca in 
starvation. The sudden and catastrophic perme- 
ability of the endothelia permits filtration of water 
and proteins, breaking down the circulating volume 
and the arterial tension. Post mortem examination 
of these cases confirms the diffuse capillary vaso- 
dilatation and the high ratio of proteins in the 
effused fluids. 

We shall not discuss here the many secondary 
roles that are played in the genesis of edemas, the 
abnormal deposits of water and of salt or the vitia- 
tion of the excretory functions. We shall only re- 
peat that, although the patient appears to be 
“swollen with brine,” the accumulated water can 
no longer be utilized by the body, and that appreci-- 
able losses of fluid by polyuria, profuse sweating, 
and diarrhea, explain the desiccation and dehydra- 
tion of tissues. 


V. PHysiopATHOLOGY OF PROTEIN ANOMALIES 


As for protein anomalies in the course of starva- 
tion, these are easily understood. A deficient dietary 
supply cannot fulfill the demands of the body. This’ 
is seen among displaced persons whose active and 
difficult life is made more distressing by their un- 
satisfactory rations. The deficit is made up at the 
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expense of the constituent elements of the body, 
hence the loss of weight. 


It has been possible to study the increase in 
endogenous catabolism, its characteristics and de- 
velopment, in the course of experimental fasting. 
Studies of deficiencies with dietary imbalance made 
during periods of chronic malnutrition are much 
less frequent. It is impossible to apply here the exact 
rules formulated by Terroine and his school in 
their work on nitrogen metabolism. 

Studies of nitrogen balance show, nevertheless, an 
unquestionable deficiency, according to the observa- 
tions of Jansen, of Benedict, and more recently of 
Brull in Liege and of Laroche with Tremolieres in 
Paris. 

Endogenous catabolism is not only increased, but 
impaired. The physicochemical anomalies of serous 
proteins, to which we have called attention, bear 
witness to that. Florkin and Duchateau discovered 
an increase in the arginine-lysine ratio in the serous 
proteins. While the urea ratio remains low, the non- 
protein nitrogen and, above all, the residual nitrogen 
are increased, and re-alimentation reduces this 
nitrogen fraction to normal. 


In short, it seems that one could conclude that 
the amino acids appear as intermediary bodies in 
the tissue destruction process. Lennox found that 
uric acid is increased during a fast. 


These few fragmentary bits of information give 
an idea of the accumulation of abnormal protein 
metabolins during starvation and imply, inversely, 
the absence of normal intermediaries. The majority 
of the symptoms of visceral suffering during starva- 
tion could be connected with this metabolic chaos 
and, peculiarly, the disturbances of capillary perme- 
ability, whether it is a question of the accumulation 


of wastes of the histamine type or of purine deriva- 
tives. 
SUMMARY 


Two major disorders, then, are dominant in de- 
ficiency edemas: 

(a) Lack of balance in the water exchange. 

(b) Serious deterioration of protein metabolism. 
This is a biologic consequence of endogenous nutri- 
tion, which is also partly responsible for the water 
disturbance. 

Owing to the deficiency of supply of the amino 
groups necessary to the establishment of these meta- 
bolic exchanges, the body draws as deeply as it can 
upon its own tissues. The interrelations uniting the 
various metabolisms, the possibilities of new syn- 
theses from a product which, it appears, must be 
regarded as waste, the multiple interactions of the 
endocrine glands, all allow a release of energy and 
explain how the body finds in itself, for a long 
period, a substitute for the exogenous deficit. This 
new equilibrium permits prolonged survival. 

But there comes a time when, in spite of all these 
resources, the body can no longer succeed in its 
search for the metabolins that are so necessary to 
the synthesis of its enzymes. Death is then unavoid- 
able. The end can even be hastened by the very 
results of these substitution reactions. The inter- 
mediate or end products of pathologic endogenous 
catabolism suddenly break down the adjusting 
force; then edema or anasarca appeats. 


Details of these studies and a bibliography can be 
found in: La Denutrition, M. Lamy, M. Lamotte, 
and S. Lamotte-Barrillon, Gaston Doin et Cie., Paris, 
1948. 


Translation by Victoire D. Lespinasse, M.D., 
Chicago, Illinois. 
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Functional Status of the Uterine Tubes 
DIAGNOSIS AND RELATION TO STERILITY 


Basinios Maroylis, M.D. 


HE UTERINE TUBES undergo certain cyclic 
changes as a result of the endocrine in- 
fluence of the ovaries—changes in move- 

ment and tone of the walls and in the functioning 
condition of the ciliary and secretory cells of the 
mucous membranes. (Novak, Siegler) By means of 
these cyclic changes the tubes contribute to the 
movement and implantation of the ovum into the 
uterine cavity. 

The corpus luteum secretion acts as a depressant 
on tubal function while the thecal hormone induces 
an increase in activity. In situations where there is 
hypofunction of the ovaries the gonadotropic hor- 
mone acts by stimulating production of estrone. 

The increased activity of the tubes during the 
ripening and rupture of the follicle is due to the 
secretion of estrone, which activity contributes to 
the movement of the fertilized ovum to the uterine 
cavity. Thus, it is apparent that not only complete 
obstruction of the tubes, but also non-physiologic 
function of patent tubes may cause female sterility. 

Complete tubal obstruction is diagnosable by 
radiography or by simple insufflation, but normal or 
abnormal function of patent oviducts can be diag- 
nosed only by kymographic insufflation. By this 
method we can determine not only patency or non- 
patency, but also, if the tubes are patent, whether 
they are functioning properly. In cases of abnormal 
(non-physiologic) function, one can to a certain 
extent determine its cause, that is, whether it is due 
to adhesions, to stenosis, or to increase or decrease 
in mural tone. 

The knowledge of the function of the tubes and 
the cause of it, despite patency, has not only prog- 
nostic significance, but also gives some direction to 
treatment, granted that the prognosis and treatment 
in cases of abnormally functioning tubes due to 
inflammatory lesions, for example, will differ from 


Dr. Maroylis was for several years on the 
staff of the American Women’s Hospital, 
Kokkinia, Greece. He is now in practice in 


Athens. 
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the prognosis and treatment in cases due to hypo- 
function of the ovaries. 


Physiologic function of the tubes during kym- 
ographic insufflation reveals itself by rhythmic, 
peristaltic movements of the walls, transmitting to 
the writing point waves of 10 to 40 mm. in height, 
which are recorded on a special rotating chart. 
(Figs. 1 and 2). These waves are smaller and less 
frequent (3 to 4 per minute) and apparently 
similar before the menstrual flow. They are in- 
creased after the menstrual flow, and are increased 
still more (5 to 8 per minute) both in frequency 
and extent during the mid-intermenstrual period. 

The peristaltic movements of the tubes are af- 
fected by the autonomic nervous system, the sym- 
pathetic causing relaxation and the para-sym- 
pathetic stimulating both contractions and tone. 
These opposing nervous influences regulate the 
tone of the tubal walls. This tone can be overcome 
by a pressure of 30 to 80 mm. of mercury, if 
physiologic. 

As has been shown in cases of intra-uterine 
pregnancy, after the removal of the ampulla and 
infundibulum of both tubes because of obstruction, 
and in cases of recently removed uterotubal prep- 
arations kept at body temperature in Locke’s solu- 
tion, the rhythmical contractions of the tubes 
occur mainly in the isthmus and the intramural 
segments where the muscle layer is more than 3 
mm. thick. The ampulla and infundibulum are 
devoid of peristaltic action, their muscle layer be- 
ing less than 0.1 mm. in thickness. On examination 
of fresh uterotubal preparations, it is noted that 
on removal of the ampulla and the infundibulum, 
the movements of the tubes continue to be recorded 
unchanged. Even with removal of the entire tube 
with the exception of two-thirds of the intramural 
portion and with the uterotubal stoma open, rhyth- 
mical contractions continue. 


When the uterotubal preparation is immobilized 
on a flat, hard surface by pins inserted into various 
tubal segments, it is noted that when the isthmial 
portion of the tube remains free, peristaltic move- 
ments take place, while when both isthmial or 
intramural portions are immobilized, no peristalsis 
is observed. It has been noted also that the small 
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uterine stoma of the tube is surrounded by a 
muscular ring which acts as a sphincter, similar to 
the pylorus. This is the point where the greatest 
resistance to the passage of air during insufflation 
is encountered. Because of these facts, it is nec- 
essary to give special attention to these areas dur- 
ing plastic operations on the tubes. 

Rubin mentions a case in which one tube was 
completely removed and the uterine and isthmial 
portions of the other tube were removed, followed 
by suturing of the remaining ampulla and infun- 
dibulum to the uterus. Kymographic insufflation 25 
and 45 days later showed passage of air without 
any evidence of peristaltic fluctuations. 


In pathologic conditions of the tubes the peris- 
taltic movements are observed as abnormal with 
regard both to frequency and to amplitude, or as 
one continual horizontal line, without any or with 
minimal fluctuations. Thus, when abnormal fluctua- 
tions reaching a physiologic or higher level are 
recorded, we are concerned with adhesions of the 
tubal wall. (Fig. 3) When, however, the waves are 
small or barely discernible, we are dealing with 
either tubal hypoplasia or ovarian dysfunction. 
(Fig. 4) 

Again, when a high plateau is reached and an 
approximately horizontal line is recorded without 
any or with small fluctuations, then we are con- 
cerned with a stenosis of the tubal lumen with 
thickening of the walls. (Fig. 5) 

In some cases in which the kymographic writing 
point, after reaching a high level, drops suddenly 
to physiologic or near-physiologic levels and begins 
to describe peristaltic fluctuations, there is spasm 
of the tubes with abrupt release of the tension. 
(Fig. 6) If the described fluctuations are normal, 
we are dealing with spasm in physiologically func- 
tioning tubes; if the fluctuations are abnormal, we 
are dealing with spasm in pathologically function- 
ing tubes. (Figs. 7 and 8) 

These different types of manometric fluctuations 
according to the type of pathologic change present 
have been determined, on the one hand, by in- 
sufflation before and after plastic operations on the 
tubes. By this method not only is the type of 
pathologic change determined by immediate ex- 
amination, but in the cases in which surgical inter- 
vention took place, the postoperative kymographic 
insufflation showed improvement, sometimes to 
normal levels. On the other hand, when determina- 
tions are made before operation and after the re- 
moval of the organs and their maintenance in 
Locke’s solution, the same manometric fluctuations 
are observed postoperatively as were present before 
operation. 


It has been observed that on artificial immobiliza- 
tion or on pressure with narrowing of the tubal 
lumen of a uterotubal preparation with fixation of 
various segments (as occurs with adhesions and 
stenosis) there occurred various changes in the 
graph, while after removal of these artificial forces, 
the pointer resumed its description of a physiologic 
curve. The decision as to normal or abnormal tubal 
function must rest not on one but on repeated 
determinations. 

The results I have observed in 170 cases of 
female sterility follow. These women on clinical 
examination showed neither local nor systemic 
disease which could account for the sterility and 
they were all examined by manometric kymographic 
insufflation. 

In 86 cases the tubes were obstructed and in 84 
cases they were patent. Of the 84 patients with 
patent tubes, in only 21 was it found that the 
tubes were functioning normally. In the remaining 
63, the function was pathologic, due either to 
stenosis (41 cases) or to adhesions (22 cases). 


(Table 1) 


Table I—Cases of Female Sterility 


86 

a. Physiologic function .......... 21 
b. Pathologic function ........... 63 
41 
22 


From this it may be seen that dysfunction of 
patent tubes occurred in 63 out of 84 cases, or in 
75 percent of sterile women. Of these sterile 
women, 113 were primarily sterile (without any 
preceding pregnancy) and 57 secondarily sterile 
(having had one or more previous pregnancies) . 

In these cases of primary sterility, I found the 
tubes were not patent in 62 cases and patent in 51, 
and of these 51, the tubes functioned abnormally 
in 41 cases, due either to adhesions (13 cases) or 
to stenosis (28 cases). In the 10 cases they func- 
tioned normally. (Table II) 


Table II—Cases of Primary Sterility 


a. Physiologic function .......... 10 
b. Pathologic function ........... 41 
13 


The diseases, the results of which are obstruction 
or dysfunction of the tubes in primarily sterile 
females, are multiple and varied, and sometimes 
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difficult to diagnose, such as abnormal develop- 
ment, hormonal disturbances, and inflammatory 
lesions of the tubes or the neighboring organs, as 
appendicitis, tuberculous peritonitis, etc. 

In the secondarily sterile females I found the 
tubes non-patent in 24, patent in 33. Of these 33 
cases, 22 showed pathologic tubal function, 9 the 
result of adhesions and 13 the result of stenosis. 
Eleven showed normal function. 


In these 57 cases of secondary sterility, 29 
women had a history of a previous pregnancy that 
took place at least a year before the examination 
and was interrupted in the second or third month 
either following induced abortion (21 cases) or 
spontaneous abortion (8 cases) ; in all cases uterine 
curettage was done. In 26 cases, the last pregnancy 
took place 2 or more years before examination and 
ended in delivery at term. In 2 cases ectopic 
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pregnancy, surgically removed, was reported. 


(Table III) 


Table I1I—Cases of Secondary Sterility 


1. Interrupted pregnancy ...........-+06- 29 
a. Induced abortion .......2..+. 21 
b. Spontaneous abortion ......... 8 
3.. Ectopic pregnancy 2 


In the 29 cases of secondary sterility following 
early interruption of pregnancy, 14 had non-patent 
tubes and 12 had abnormally functioning patent 
tubes; only 3 showed normal function. Thus, of 
these 29 cases, I found obstruction and dysfunction 
in 26 (89.3%) complete obstruction being present 
in 14 (48.2%). 

Of the total of 170 sterile females, the 29 in 
whom the sterility was the result of induced or 
spontaneous abortion made up 17.5 percent. 
Rubin’s figure for this group is 9.59 percent. If one 
takes into consideration only the cases of 
secondary sterility, this figure increases to 50 per- 
cent (29 out of 57). 


Of 26 sterile women whose previous pregnancies 
ended in delivery at term, 9 had non-patent tubes, 
10 had abnormally functioning tubes, and 7 had 
physiologically functioning tubes. (Table IV ) 


Table IV 


A. Premature interruption of pregnancy......... 29 
14 


If we compare my figures on the relatively small 
number of instances of study of tubal obstruction 
in sterile females after the early interruption of 
pregnancy (induced or spontaneous abortions) with 
those following normal delivery, we see that the 
first group suffers more than the second, i.e., of 
the first group 26 out of 29, of the second 17 out 
of 26. Of the cases of ectopic pregnancy, in one 
case the remaining tube was closed; in the other it 
functioned normally. 

It is pointed out that in the cases in which 
pathologic tubal function was noted, there were 
coexistent reasons for sterility, as pathologic 
ovaries, hypoplasia of the uterus, or diminished 
fertility of the male sperm, etc. However, non- 
physiologic function of the tubes was one, if not 
the only serious reason for sterility. In such cases 
of sterility (those in which more than one cause 
is evident) I believe that the determination of the 
functional status of the tubes has especial signi- 


ficance, both in prognosis and, particularly, in 
treatment. 


SUMMARY 
In 170 cases of sterility in females who were 
examined by manometric insufflation with kym- 
ographic recording, I found the tubes non-patent 
in 86, and patent, but functioning pathologically, 
in 63, and functioning normally in only 21. Thus, 


2. Pathologic function .............. 12 in 149 (87.6°,) the tubes either were non-func- 
3. Physiologic 3 tional or functioned abnormally. 
9 Induced and spontaneous abortion followed by 
2. Pathologic function .............. 10 uterine curettage is a common cause of obstruction 
__ _3. Physiologic function .............. 7 or non-physiologic function of the tubes. These 
Cc. Ectopic 2 conditions a eared in 26 of 29 cases. 14 showin 
1. Pathologic function 1 PP 8 
2. Physiologic function .............. 1 obstruction and 12 showing pathologic function. 
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Recent Advances in Anesthesiology 


Sara Bass, M.D. 


TT" SPECIALTY OF ANESTHESIOLOGY is a 
relatively young one. Since the advent of 
ether and nitrous oxide just a little over 
one hundred years ago, the field of anesthesiology 
has expanded to encompass not only many new 
anesthetic agents and techniques, but also the prob- 
lems of preoperative and postoperative care of the 
patient, the treatment of intractable pain, inhala- 
tion therapy, fluid replacement therapy, and resus- 
citation. 

The anesthesiologist is thoroughly familiar with 
the physiologic and pharmacologic actions of the 
various drugs. The technical administration of 
anesthetic agents constitutes but a part of his 
various duties. He is concerned with the safety and 
comfort of the patient from the time of admission 
to the hospital for surgery until the time of dis- 
charge from the hospital. The supervision of the 
patient while in the operating room is in the hands 
of the anesthesiologist, who is prepared to admin- 
ister drugs, fluid therapy, and resuscitative meas- 
ures, as the needs arise. The aim of the anesthesiol- 
ogist is to provide the surgeon with the optimum 
operating conditions, with as little detriment as 
possible to the patient. 

The past twenty years has witnessed both the 
official recognition of anesthesiology as a specialty 
and the proper establishment of this specialty in the 
broad field of medical practice. Thus we have the 
American Society of Anesthesiologists, the Ameri- 
can Board of Anesthesiology, and the Section of 
Anesthesiology in the American Medical Associa- 
tion. Numerous medical schools have established 
chairs in anesthesiology; and departments of anes- 
thesiology exist in a great number of hospitals 
throughout the country. 


Address delivered at the Annual Meeting 
of the Women’s Medical Society of New 
York State, Buffalo, N.Y., May 2, 1949. 


Dr. Bass is Adjunct Anesthetist at Mount 
Sinai Hospital, New York, N.Y. 


Newer SyNTHETIC ANALGESICS 


Among the many recent advances in anesthesiol- 
ogy, the development of synthetic analgesics holds 
a prominent place. The search for a drug whose 
analgesic property would be equal to or greater 
than that of morphine, with fewer of the undesir- 
able side effects, has led to the investigation of 
three synthetic compounds: meperidine, metopon, 
and methadon. 


Meperidine is the official name for demerol. It 
was synthetized in 1939 by Eisleb and Schaumann’ 
who were searching for an atropine substitute. 
These workers observed that meperidine, in addi- 
tion to a spasmolytic effect on smooth muscle, 
demonstrated excellent analgesic properties. More 
recently Batterman and his co-workers””’ reported 
on the effective use of demerol as a substitute for 
morphine. Demerol lies between codeine and 
morphine in analgesic power.’ It is only one-tenth 
as potent as morphine, 100 mg. of demerol being 
the equivalent of 10 mg. of morphine. It is effec- 
tive orally, but its action is more dependable fol- 
lowing intramuscular injection. It is not constipat- 
ing and it produces much less nausea and vomiting 
than morphine. It does not depress respiration. 
Thus it is an excellent analgesic for the obstetrical 
patient. 


Rovenstine and Batterman’ have reported satis- 
factory results with demerol in preoperative 
medication. Demerol does not diminish cough 
reflex. Because of this, and because it does not 
produce respiratory depression, it is recommended 
for postoperative medication.’ An exception is 
seen in the patient with an intracranial lesion; 
demerol can produce respiratory depression in such 
a patient. 

Robbins observed that cyclopropane-induced 
cardiac irregularities after morphine premedication 
are not seen in the dog when demerol is used. Be- 
cause of its spasmolytic properties, demerol has 
been used to great advantage in bronchial asthma. 
Morphine, with its spasmogenic effect on the 
bronchioles, is definitely contraindicated in the 
asthmatic patient. 
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Demerol relaxes smooth muscle. Its spasmolytic 
effect extends to most of the gastro-intestinal tract 
of man; an exception is the duodenum and jeju- 
num, including the sphincter of Oddi, where it is 
spasmogenic. Therefore, it is not suitable in the 
treatment of biliary colic, but it has been found 
effective in the treatment of renal colic. 


Tolerance appears more slowly with demerol 
than it does with morphine, and addiction occurs 
less frequently and less intensively. Demerol addic- 
tion can be more readily treated than addiction to 
morphine. 


Metopon was investigated in 1929 by the Drug 
Addiction Committee of the National Research 
Council, but was not released until about one year 
ago. It is a morphine derivative closely allied to 
dilaudid and is active when taken by mouth. It is 
a more effective analgesic than morphine, but much 
more toxic, and it produces less of the sedative, 
euphoric, emetic, and intestinal action.’ Metopon 
is valuable in the relief of pain due to incurable 
cancer. Addiction and the development of tol- 
erance can follow its repeated administration, but 
not so intensely as with morphine. Because of the 
difficulty and expense of manufacture, its use is 
limited to cases of intractable pain. 


After World War II, a United States Govern- 
ment study commission went to Germany to in- 
vestigate the research activities of I. G. Farben. 
They found a group of compounds that exhibited 
hypnotic action. One of these, dolophine or 
methadon, was studied thoroughly by Scott and 
Chen of the Lilly research group."””" 


Methadon has an analgesic effect equal to or 
somewhat greater than that of morphine.” It is 
effective when taken orally. It stimulates the vagus 
through its medullary centers, causing bradycardia. 
It has a spasmogenic action on the intact gut, this 
effect lying somewhere between that of demerol and 
that of morphine.’ Methadon produces slight to 
moderate fall in blood pressure. It has no effect on 
salivary secretion. Because of its respiratory depres- 
sant action’ it is not suitable for patients in labor. 
Nausea and emesis are infrequent following metha- 
don. The dosage necessary for the relief of severe 
pain is approximately equal to that of morphine 
(milligram for milligram). Since its sedative and 
euphoric effects are slight, it is unsuitable for pre- 
operative medication. Tolerance to methadon de- 
velops after prolonged usage, but addiction has not 
been seen.** 
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CuRARE AND CURARE-LIKE Drucs 


One of the outstanding recent advances in anes- 
thesiology has been the application of curare to 
aid muscular relaxation. Curare has been known 
to be a paralyser of striated muscle since the 16th 
century. The first investigators to report on the 
use of curare in clinical anesthesiology were Grif- 
fith and Johnson.” 

Curare exerts its main effect at the myoneural 
junction, where it blocks the normal action of 
acetylcholine and prevents muscular contractions. 
In normal dosage curare is neither an anesthetic 
nor an analgesic. The diaphragm and muscles of 
respiration are the last to be affected. Curare has 
no direct or indirect action on the heart. Minimal 
amounts of curare are detoxified in the liver and 
most of it is excreted unchanged in the kidneys. 

Curare is marketed as intocostrin (Squibb), a 
biologically standardized form of curare, and 
d-tubocurarine chloride, the crystalline, chemically 
pure active material obtained from the plant, 
Chondrodendron Tomentosum, each cc. containing 
20 units of the active curare. 


Curare is best administered by the intravenous 
route. The usual initial dose is from 1 to 3 ce. 
(20 to 60 units). Muscular relaxation following 
intravenous administration takes place in from 1, 
to 2 minutes, and the effects last about 20 minutes. 
The drug may be repeated at intervals as needed. 

The advantages of curare are manifold. It is 
extremely useful in upper abdominal surgery where 
adequate muscular abdominal relaxation is obtain- 
ed while the patient is maintained in a light plane 
of anesthesia. Thus the untoward circulatory and 
respiratory effects of prolonged deep anesthesia are 
avoided and the postoperative recovery period 
shortened. 

Curare facilitates endotracheal intubation by 
relaxing the jaw muscles and glottis; this reduces 
the traumatic hazards of endotracheal intubation 
and shortens the induction period for intubation. 

Curare may be used with any of the inhalation 
agents; however, caution must be taken to admin- 
ister smaller doses when it is used in conjunction 
with ether, since ether itself has a curariform 
action. It may be used in conjunction with 
pentothal sodium, spinal anesthesia, and avertin, 
and with topical, regional or infiltration anesthesia. 

In combination with an inhalation agent or with 
pentothal sodium, curare is an excellent anesthesia 


for aged and debilitated patients, and for those in 
shock. 


Curare is used in combination with pentothal 
sodium in many types of surgery, including upper 
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abdominal surgery. It is of noteworthy value in 
head and neck surgery where pentothal-curare may 
be used for induction followed by endotracheal in- 
tubation. Here anesthesia is maintained with pento- 
thal sodium and nitrous-oxide-oxygen. Thus the 
anesthesiologist not only has perfect control over 
the situation but also is out of the way of the 
surgeon and the surgical field. 


Should an overdose of curare be inadvertently 
administered, artificial respiration with oxygen must 
be maintained until adequate respiration appears. 
One or 2 cc. of physostigmine or prostigmine 
(1:2000) should be administered intravenously. 
These agents are physiologic antidotes to curare by 
virtue of their inhibitory effect on acetylcholine 
esterase. Curare should never be administered un- 
less facilities for endotracheal intubation and 
artificial respiration with oxygen are at hand. 


Curare is used in other fields of medicine. It is 
administered in conjunction with shock therapy to 
“soften” the severity of the convulsions and to 
reduce the incidence of fractures of the spine that 
sometimes occur. Convulsions during anesthesia 
have been controlled by the intravenous injection 
of curare. Also, it has been effective in relieving 
the convulsions caused by tetanus, rabies, and 
strychnine poisoning, and it has been found to be 
of value in patients with spastic paraplegia and 
other spastic states. 

Curare should never be administered to patients 
afflicted with myasthenia gravis as these patients 
are extremely sensitive to the drug.” In patients 
suffering with myasthenia gravis, curare may 
administered in very small doses as a diagnostic 
test.” Even minute doses, 1/40th to 1/10th of the 
average adult dose, administered intravenously, 
produces a profound exaggeration of symptoms in 
the myasthenic patient. 


Investigations have been carried out on the 
muscle-relaxing properties of myanesin, a synthetic 
muscle relaxant (a:b dihydroxy-Y-(2-methyl- 
phenoxy) -propane) by Berger and Bradley in 
1946.” The clinical use of myanesin as a curare 
substitute in anesthesia was reported by Mallinson 
in 1947.” In 1949, Griffith and his co-workers” 
reported their findings on myanesin; they believe 
that the site of the action of the drug, in clinical 
doses, is central rather than peripheral. They state 
that myanesin is a fairly effective drug, but there 
are two serious disadvantages to its use: occasional 
local irritation at the site of injection and infre- 
quent hemoglobinuria with albuminuria. They con- 
clude that myanesin has no advantage over curare 
in anesthesia. 


INTRAVENOUS ProcaINE HyprocHLoRIDE 


The use of intravenous procaine constitutes an- 
other important advance in anesthesiology. Its uses 
are varied. Its greatest applications are found in 
the prophylaxis and treatment of cardiac arrhy- 
thmias during anesthesia, and in the treatment of 


both acute and chronic types of pain. 


During anesthesia for cardiac surgery and for 
other intrathoracic procedures, such as pneumonec- 
tomy, lobectomy, removal of mediastinal tumors, 
and transthoracic esophageal surgery, the dangers 
of cardiac arrhythmias, including ventricular 
fibrillation with sudden cessation of cardiac action, 
are ever present. The anesthesiologist must be on 
guard against these complications and must be pre- 
pared to cope with them. Burstein” noted that 
cardiac arrhythmias could be prevented and con- 
trolled by the intravenous administration of pro- 
caine hydrochloride. He advocated procaine solu- 
tion rapidly injected intravenously into one of the 
large antecubital veins of the arm. He observed 
efficacious results with a 100 mg. dose in 1 percent 
solution (10 cc. of 1 percent procaine) in adults. 
Acute arrhythmias always improved, often drama- 
tically. This confirms the experimental reports 
which indicate that intravenous administration of 
procaine diminishes the irritability of the cardiac 
conducting system and can revert a shifted pace- 
maker to the sinus node. 


Procaine administered intravenously will often 
prevent cardiac arrhythmias during anesthesia. It 
may be administered prophylactically as a con- 
tinuous infusion of 0.1 percent procaine, started 
immediately before surgery and continued through- 
out the operation,” or injected rapidly before the 
administration of anesthesia in doses of 75 to 100 
mg. in a 1 percent solution.” 


Although the status of intravenous procaine 
therapy for cardiac arrhythmias is not entirely 
clear, the results obtained thus far are promising. 


AppITIONAL Uses oF INTRAVENOUS PROCAINE 


Intravenous procaine is being used with promis- 
ing results in many other conditions. On the theory 
that capillary permeability of injured or inflamed 
tissues is increased, relief of pain will result, by 
transudation of procaine to the injured part, in 
anesthesia of the nerve endings.” 


In 1940, Lundy used procaine intravenously for 
the relief of pruritis of jaundice.” Intravenous 
procaine has been used for the management of 
burns,” as a substitute for morphine in postopera- 
tive pain, for arthritis,” for the treatment of 
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asthma,” for serum sickness,” and for a variety 
of painful conditions.””” Allen,” and Johnson and 
Gilbert” have used procaine intravenously for ob- 
stetrical anesthesia. For this purpose, large doses 
are given, from 2.5 to 9.7 gm. There were no 
deaths or serious accidents; it is felt by these au- 
thors that further use of this method of obstetrical 
anesthesia is warranted. 


Intravenous procaine for the relief of pain in 
trauma and inflammatory conditions is a safe pro- 
cedure.” A preliminary intradermal injection of 
procaine is made to test sensitivity to the drug. The 
solution, 0.1 percent solution (1:1000 solution) in 
isotonic saline, is prepared by adding 5 cc. of a 20 
percent solution (1 gm.) of procaine to 1000 cc. of 
saline. The infusion should be started slowly, and 
if there are no symptoms of idiosyncrasy, it can 
be accelerated so that the entire amount is admin- 
istered in one and one-half to two hours. Relief 
from pain is usually prompt and lasts from four to 


eighteen hours.” This treatment may be repeated 
at daily intervals. 


Although the pharmacologic action of procaine 
administered intravenously is not yet fully under- 
stood and much investigation is yet to be done, the 
encouraging results obtained thus far warrant its 
continued use.” 


REGIONAL ANESTHESIA 


There have been many advances in the field of 
regional anesthesia in the past few years. 


Continuous caudal anesthesia for obstetrics was 
introduced by Hingson” in 1942, and it is still 
being used with success in many communities. More 
recently, Parmley and Adrian” utilized “saddle 
block” anesthesia with heavy nupercaine for vaginal 
delivery. The solution is injected with the patient 
in the sitting position so that anesthesia in the 
anoperineal regions results without motor block of 
the lower extremities and without interference of 
uterine contractions.” 


In 1939 Lemmon” introduced continuous spinal 
anesthesia, whereby a malleable spinal needle is left 
in place in the spinal canal so that small doses of 
the anesthetic drug can be injected in divided 
doses during prolonged surgical procedures. This 
obviates the necessity of a large single dose of the 
drug with the dangers of marked fall in blood pres- 
sure and circulatory collapse. 

In 1947 Saklad and his co-workers” reported a 
method of intraspinal segmental anesthesia by in- 
troducing a catheter in the subarachnoid space and 
placing the anesthetic agent at the level of the 
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spinal segments desired. A Tuohy continuous spinal 
catheter is passed through a Huber pointed needle 
for the desired distance cephalad in the subarach- 
noid space. Saklad was able to obtain complete 
anesthesia for upper abdominal surgery without 
loss of motor power of the lower extremities. The 
maintenance of normal muscle tone in the legs 
aids in preventing a fall of blood pressure. This 
method allows for the introduction of minimal 
amounts and concentration of the spinal anesthetic 
agents. It is hoped that the incidence of postopera- 
tive complications will be decreased as a result of 
the shortened period of postanesthetic recovery. 
Because of the lowered concentration of the anes- 
thetic drug, it might be expected that the incidence 
of postoperative neurologic complications will 
diminish. 

Paravertebral lumbar sympathetic nerve block 
for the treatment of acute thrombophlebitis in the 
lower extremity is a well established procedure. In- 
terruption of the sympathetic pathways relieves 
vasospasm and pain, and allows for free movement 
of the limbs with increase in collateral circulation. 
This method has the disadvantages of requiring 
multiple paravertebral injections and of being 
somewhat painful. Recently, prolonged and unin- 
terrupted sympathetic block has been achieved by 
continuous caudal anesthesia with ureteral catheter 
technique. This is a simple technical procedure. 
Benson™ reported cures in five cases of acute post- 
partum thrombophlebitis with this technique. In a 
more recent article, Ruben and Kamsler™ report 
the successful use of this method in 32 patients 
with both acute and chronic venous occlusions. 


Smith and Rees” have recently reported gratify- 
ing results with prolonged continuous spinal anes- 
thesia in three patients with peripheral arterial 
embolism. Vasospasm and pain were relieved effec- 
tively by this method. In one case continuous spinal 
anesthesia was maintained for 69 hours and 45 min- 
utes without untoward effects. 


Stellate ganglion block by providing vasodilata- 
tion of the intracranial arteries has proved effec- 
tive for the treatment of intracranial hemorrhage, 
embolism, thrombosis, and arterial spasm.” Two 
patients with pulmonary emboli were treated by 
stellate ganglion block with immediate relief of 
symptoms and with subsequent improvement.” 
Stellate ganglion block has been of value in the 
treatment of peripheral nerve and vascular injuries 
of the upper extremity. 


Intercostal nerve block following upper abdomi- 
nal surgery has been advocated to reduce postopera- 
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tive discomfort and pulmonary complications. De- 
pression of respiratory excursions that accompanies 
postoperative incisional pain and the administra- 
tion of narcotics favor the development of post- 
operative pulmonary complications. In order to 
prolong the anesthesia, McCleery and his co- 
workers” used nupercaine (1:1000) in peanut oil 
to block each of the 6th through the 11th inter- 
costal nerves, in a controlled series of patients. 
Their use of prolonged intercostal nerve block 
resulted in a decrease of the amount of narcotics 
necessary for the relief of postoperative pain and, 
most significantly, their incidence of postoperative 
respiratory complications diminished. 


Vasopressors INTRATHECALLY 

Various vasopressor drugs have been added to 
spinal anesthetic solutions in order to prolong the 
effects and to reduce the amount of the anesthetic 
agent. Many conflicting reports have appeared in 
the literature on the results obtained with combina- 
tions of ephedrine, epinephrine, or neosynephrin 
with procaine, pontocaine, or nupercaine. Brock- 
myer and McGowan” report satisfactory anesthesia 
lasting over three and one-half hours with the use 
of neosynephrin in combination with procaine or 
pontocaine. Bray, Katz and Adrian” use neosyne- 
phrin, ephedrine, or epinephrine in combination 
with pontocaine or nupercaine; they state that 
epinephrine is the only vasoconstrictor which pro- 
longs the duration of anesthesia. Continued study 
of this problem is necessary. 


SUMMARY 


Some of the recent advances in anesthesiology 
have been presented in brief. It is significant that 
the major advances have been not in the discovery 
of new agents or techniques, but rather in a fuller 
application of the basic sciences to the practice of 
anesthesiology. Thus, the practice of anesthesiology 
in its fullest sense demands thorough grounding in 
the physiology and pharmacology of circulation 
and respiration, combined with proper clinical 
training in medicine. Only with these can the anes- 
thesiologist fill his proper and full place in the 
practice of medicine, by contributing to the pre- 
operative, operative, and postoperative care of the 
patient, by alleviating pain and circulatory dis- 
turbances, by supervising resuscitative measures, 
and by inhalation and fluid therapy. 
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REPORTS OF PROCEEDINGS 


The Second Pan American 
Medico-Social Congress 


HE SECOND Pan AMERICAN Medico-Social 
! Congress met in Lima, Peru, from Feb- 
ruary 20 to 26, 1949, for the discussion 

of various aspects of social medicine. The con- 
clusions reached indicate the effort and persistent 
work of the delegates from many American coun- 
tries, who collaborated through the different com- 
mittees. With a rather heavy program, that made 
the time all too short, the following subjects were 
discussed at the Scientific Sessions, held in various 
hospitals in the city, and at the General Assem- 
blies: 

1. The economic and social problems of the 
physician. 
Co-ordination of the problems of public 
health and social assistance in America. 
. Medical participation in social security and 

insurance. 

4. Medical education. 

At the same time the Pan American Medical 
Confederation held a General Assembly to con- 
sider statues and regulations for the organization. 


CoNCLUSIONS APPROVED BY THE CONGRESS 

Social Problems of the Cardiac. In this study, 
presented by Dr. Rafael Alzamera, President of 
the Peruvian Society of Cardiology, the most im- 
portant phases of the subject were discussed. Social 
action directed toward the cardiac, Dr. Alzamera 
said, must involve not only the patient himself 
but also the family, which is so often economically 
dependent upon him. Hence, there is a relation 
to social security and to the rehabilitation of 
the chronic cardiac to prevent his becoming a pub- 
lic charge. The creation of an Institute of Cardiol- 
ogy as one of the projects of public health work in 
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and 


recommended 


American countries 
approved. 

As a further contribution to this recommenda- 
tion, Dr. Rodolfo Perez de los Reyes, delegate from 
Cuba, suggested approval of the following conclu- 
sions: 

1. An Institute of Cardiology should be estab- 
lished in each capital. 

2. Dispensaries for cardiac patients and special- 
ized services in the most important cities and in 
the hospitals throughout America, directed by 
cardiologists and staffed by specialists, should be 
established. 

3. There is an urgent need to create an Associa- 
tion of Assistance to the Cardiac. 

Medico-Social Aspect of Congenital Lues. Dr. 
Alejandro Jarrin Vera, from Peru, was the out- 
standing contributor to the discussion of this 
subject. The following conclusions were approved: 

1. No pre-marriage certificates shall be issued to 
a lues-infected applicant without previous control 
by the responsible official organization of the three 
steps of specific treatment required: emergency, 
consolidation, and eradication. 

2. Public education as to the repercussions of 
this disease, both on the individual and on society, 
is important. 

3. All pregnant women who received treatment 
before their pregnancy or are infected at the time 
shall be examined and receive treatment for the 
protection of the baby. 

4. The child of luetic parents shall receive 
proper medical attention and treatment, regardless 
of the treatment received by the mother before or - 
during her pregnancy. ; 

5. Plastic surgery shall be performed to correct 
congenital deformities and so avoid the inferiority 
complex arising from such defects, to make life 
happier for these children. 

6. A Center or Institute equipped with the facili- 
ties for modern scientific treatment should be estab- 
lished to help pregnant syphilitic mothers and 
heredosyphilitic children. 

Social Assistance in Hospitals. A proposal for a 
statute to provide for social aid to patients in hos- 


was 
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pitals was presented by Dr. Gerardo Alarco, Direc- 
tor of the Children’s Hospital, Lima, Peru. The 
Congress approved of the following recommenda- 
tion to the Government through the Ministry of 
Public Health and Social Assistance: 

That a Committee of three professional persons 
with knowledge of modern hospital techniques be 
appointed to prepare a plan for a statute for 
social assistance in hospitals. The project should 
include: Creation of the specialization of hospital 
techniques and administration; organization of 
medical staffs in hospitals; general organization 
and administration of a modern hospital; training 
of specialists for technical and administrative posi- 
tions; preparation of the basic subjects of discus- 
sion for the forthcoming Constitution for the hos- 
pitals of the country. 

Social Aspects of the Fight against Leprosy. 
This report was presented by Dr. Hugh Pesce, 
Chief of the National Department of Leprosy, 
Peru. The social aspects of the fight against leprosy 
require both prophylactic action and social assist- 
ance, which must be shared by the Government and 
private institutions under the control of a health 
organization responsible for directing the anti- 
leprosy fight. 

Anti-malaria Campaign with the Use of DDT. 
This study was presented by the Department of 
Malaria, Lima, Peru. The following recommenda- 
tions were adopted by the Congress: 


That, considering the magnitude of the prob- 
lem of malaria in many American countries, the 
governments of these countries apply the maxi- 
mum possible effort to the anti-malaria campaigns 
and contribute not only to the public health but 
also to the economic life of the nation, now en- 
dangered by malaria. 

That the governments of the different American 
countries consider the use of DDT and other in- 
secticides, where conditions permit, as weapons of 
first importance in the anti-malaria campaign. 

That the agencies now engaged in the fight 
against diseases disseminated by a carrier unite 
progressively until they become the sole organiza- 
tions in charge of these campaigns. 

That, in consideration of the fact that the ex- 
tensive use of DDT and similar insecticides will 
require larger amounts of material and equipment 
and more personnel, an effort be made by the pub- 
lic health services to enroll the help of other public 
and private organizations, as well as that of the 
general public to mobilize this campaign. 


That, since the use of DDT is of even greater 
importance in tropical countries, as a means of 
eliminating carriers of disease, than it is in the 
countries where it is produced, the interested gov- 
ernments study the problem created by the difficulty 
in obtaining supplies of DDT and similar prod- 
ucts, as well as the equipment necessary for their 
use, and present it to the industrial countries for 
solution, because of the effect of public health 
conditions in agricultural countries on these indus- 
trial countries. 

That, since certain carriers of disease, especially 
flies, are resistant to the action of DDT, the inter- 
ested governments sponsor the development of re- 
search on new insecticides and the technique of 
their use, and that interchange of results and ex- 
perience in this field be increased. 

The Congress also gave a vote of congratula- 
tion to the Agrarian Society for its economic col- 
laboration with the Peruvian Government in the 
anti-malaria campaign, and also to the business 
men and industrialists who had co-operated in the 
same way. 

The Congress also gave votes of thanks and 
appreciation to the Division of Malariology of 
Venezuela and to the School of Malariology of the 
U. S. Army, Panama Canal Zone, for their train- 
ing of a group from the professional personnel of 
the Ministry of Public Health of Peru, and also to 
the Pan American Sanitary Bureau and to the 
Rockefeller Foundation for technical collaboration 
in the anti-malaria campaign and the encourge- 
ment and moral help given to the Peruvian officers 
of health who were in charge of the campaign. 

Economic and Social Problems of the Physician, 
as related to his work in health and welfare organ- 
izations. Dr. Roberto Buitrago played a prominent 
role in the discussion of this subject. He proposed 
that laws be passed to assure a salary to the doctor 
who works for such organizations, the amount of 
the salary to be agreed upon by the representatives 
and delegates of the medical association of the 
area. As to state health organizations, the salaries 
of doctors working full time should be revised, the 
new schedule being based on the average earnings 
of the doctor in private practice in the same 
speciality and in the same locality. Government 
representatives or delegates from health organiza- 
tions and from the medical association should be 
responsible for determining the rates. 

Study of Medical Participation in Social Se- 


curity and Insurance. Dr. Guillermo Almenara, Su- 
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perintendent of the Hospitals of the National In- 
surance of Peru, acted as chairman of the 
committee reporting on this subject. After heated 
discussion, the following recommendations were ap- 
proved: 


The Second Pan American Congress finds ac- 
ceptable the type of social insurance based on the 
medical regulations approved in Havana, plus the 
following minimum requirements: 

1. Limit its benefit to areas of economically 
weak population, that is, where lack of family 
income leaves most persons on the verge of desti- 
tution. 


2. Protect the economic interests of the physician 
who works for an insurance organization (as speci- 
fied in the project for a law presented by the dele- 
gation from Chile), as well as the interests of the 
physician who works under contract, by setting a 
definite scale of payment for treatment. The 
amount of the charge should be determined by 
agreement between the insurance organizations and 
the medical societies, consideration being given to 
the frequency of different diseases. 


3. Set a maximum work day for the physician of 
3 consecutive hours or 6 intermittent hours. This 
work day should be established legally as full day, 


equivalent to the 8-hour day of other workers. 


4. Set precise regulations in each country as to 
the minimum time allowed per consultation and as 
to the different types of consultation, initial, sec- 
ondary, and control, according to the different 
specialties. 

5. Collaborate with medical organizations on 
legislation on social insurance. When not effective- 
ly represented on the executive board of a social 
insurance organization, medical societies should 
withdraw their co-operation. 


The Congress condemns the forms of applica- 
tion of social insurance prior to the Havana Medi- 
cal Chart, as against the best scientific and profes- 
sional interests of the medical group. 

Consequently, the Congress condemns: 

1. The economic exploitation of the medical 
profession under the pretext of the social mission 
of the doctor. 

2. An excessive number of patients per hour, 
which impairs medical efficiency and militates 
against the proper care of the patient. 

3. The introduction of demagogical and political 
interests into the structure and legislation of social 
insurance, affecting the technique, the efficiency, 
and the financing of these organizations and harm- 
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ing the interests of the members of the organiza- 
tions and of the medical profession. 


The Congress recommends the following as im- 
portant to the good organization of welfare work: 

1. Capacity, speed, and economy should be the 
bases for medical classification, rather than the 
number of consultations. This classification 
should be established on a statistical basis. 

2. Rewards or other stimulus for efficiency in the 
service should be given to doctors in the form of 
scholarships in any university, national or foreign, 
in the field preferred by the recipient of the award. 
Other distinctions or economic grants should be 
directed toward helping the physician to work in 
better circumstances in his private practice. 

3. The pharmacies of the institutions of social 
insurance should be directed by a board of phy- 
sicians with the compulsory inclusion of one phar- 
macologist. Preference should be given to the 
scientific denomination of each item stocked, 
rather than to the use of their trade names. 

4. The medical departments of the institutions 
of social insurance should have a Board of Con- 
sultants made up of medical representatives of the 
different specialties. These representatives, to be 
nominated by scientific or professional organiza- 
tions, should guide the technical and scientific pro- 
grams of the institutions. 

5. The medical departments of the institutions 
of social insurance should intensify the campaigns 
of disease prevention, fight against epidemics in 
their area, and co-operate with the government in 
general health campaigns through specialized staffs. 

6. The physician who works in any private, gov- 
ernment or semi-government institution should be 
covered by social insurance against professional 
risks, accidents connected with his work, or diseases 
contracted in the course of his duties. 

7. Connection between the institutions of social 
insurance and branches of the government should 
be made through the Ministries of Public Health: 

8. Insurance against professional risks and ac- 
cidents should be integrated into the plans for com- 
pulsory health insurance. 

Co-ordination of Public Health Problems and 
Social Assistance. Considering that public health is 
a fundamental responsibility of the State, that 
there are many problems of public health common 
to various American countries, and that it is the 
duty of the Congress to point out the most urgent 
needs in matters relating to public health and so- 
cial assistance, the Congress recommends to the 
governments of all the American countries: 
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That the right to good health be extended to in- 


clude all the inhabitants of these countries; 


That public health budgets be expanded to a 
size adequate for the completion of their functions; 


That each technical division of public health 
organizations prepare a national plan, to be applied 
in a specified time, and to be developed gradually. 
This plan should meet the need for the training of 
professional and auxiliary personnel in numbers 
sufficient for both national requirements and pan- 
American co-operative programs. 


That public health be established as a specialty 
and the organization of the personnel be based on 
(a) previous selection of national or foreign per- 
sonnel, (b) training of the same, (c) stability of 
professional position when the work is accomplish- 
ed with responsibility, ethics, and efficiency, (d) 
the right to periodic promotion of those qualified, 
(e) adequate compensation for full time work and 
compensation in case of sickness or other disability 
resulting from the work. 

That local services of public health be organized 
through units and divisions of public health, inte- 
grating maternal hygiene, child care, and school 
health; control of contagious diseases, tuberculosis, 
and veneral disease; and health education, the 
family unit being taken as the base of operation. 

That in the organization of public health pro- 
grams consideration be given to the necessary ad- 
ministrative autonomy of the responsible phy- 
sicians, without interference by lay administrators 
in specific technical functions. 

That the fight against preventable diseases be 
intensified, with preference being given to methods 
of sanitation (water, sewers, etc.) and of immuniza- 
tion. 

That a program for the construction of health 
and welfare facilities be formulated, so that the 
minimum needs of each country, in terms of hos- 
pital beds, can be met. 

That methods of hospital organization be im- 
proved, so as to provide for (a) an increase in the 
number of clinics to permit care of a greater num- 
ber of patients and more efficient consultations, (b) 
better health education of the hospitalized patient, 
by modern methods, (c) the giving of responsibility 
for hospital administration to specially trained phy- 
sicians, whenever possible, for full-time positions. 


ComMITTEE ON Mepicat EpucaTion 


Recommendation on general organization: 

1. That the Second Pan American Medico-So- 
cial Congress resolve to create a Permanent Com- 
mission, in the Pan American Medical Federation, 


to be dedicated to the study of specific problems of 
medical education on the American Continent. 

2. That it authorize this Commission to take all 
steps necessary to bring about a Pan American 
Medical Education Convention, to meet in the 
city of Lima, Peru, in connection with the celebra- 
tion of the fourth centennial of the University of 


San Marcos. 


Specific Recommendations: 


1. That a private regime of organization and 
function be granted to the faculties of medicine, 
integrated into the general rules of the university 
statutes, while they continue to be a part of the 
overall unit with the other university faculties. 
The university, through well defined legal prin- 
ciples, will have an autonomous authority on ad- 
ministrative and pedagogical matters. 

2. That the faculties of medicine be granted 
financial support sufficient to permit the develop- 
ment of their educational and scientific functions. 
The construction of appropriate buildings, the in- 
stallation and renovation of equipment in clinics, 
laboratories, and medical museums, and the organ- 
ization and expansion of libraries are included in 
this recommendation. 

3. That there be absolute isolation from any 
political activity, to avoid interference with the 
regular functioning of the faculty. 

4. That the specialization of medical professor- 
ships be established, to include the fundamental 
vocational, scientific, and economic aspects of 
medical teaching. 

5. That the faculties of medicine try in all pos- 
sible ways to guide the planning of premedical 
studies. 

6. That students be selected according to their 
capacity, qualifications, and avocations, and that 


_ full scholarships be created for distinguished stu- 


dents in need of financial help. 

7. That a teaching program be adopted, taking 
into consideration the minimum requirements of 
medical education in the present state of science 
and society. 

8. That the establishment of internships in hos- 
pitals be encouraged, with the co-operation of the 
medico-welfare institutions, both government and 
private, according to a set of minimum require- 
ments formulated by the faculties of medicine. 

9. That postgraduate teaching be organized and 
special schools created to meet the needs of the 
country. 
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10. That scientific research be expanded and 
stimulated, directed toward its primary function of 
furthering social well-being. 

11. That new faculties of medicine be created 
according to the needs of the country. 

12. That interchange of pedagogic and scientific 
knowledge between the universities of the Ameri- 
can Continent be stimulated. 


Recorp OF PRocEEDINGS 

The Second Pan American Medico-Social Con- 
gress, meeting in Lima, Peru, February 20 to 26, 
1949, after considering and discussing the official 
propositions, papers, motions, and complementary 
studies of the different delegates, which made ap- 
parent the similarity of conditions throughout 
America with regard to health problems, medical 
education, social insurance, etc., presented the 
Medical Declaration of Lima, part of which is 
dedicated to general principles, and part to the 
recommendations and conclusions that must be 
the States’ and social organizations’ to secure the 
health and well-being of the people of the Ameri- 
can Continent. 


Mepicat DECLARATION OF LIMA 

The Second Pan American Medico-Social Con- 
gress re-affirms the principles of the Medical Chart 
of Havana and emphasizes that it is necessary to 
better the economic-social conditions of the in- 
dividual, so that he may contribute to human 
dignity. 

The Congress re-affirms the need to reach the 


1949 


family as a social unit and to relate it as such to 
medical and welfare work, finding means to as- 
sure its economic, social, and moral consolidation. 

The Congress re-affirms the desirability of con- 
tinued joint efforts on the part of all members of 
the medical profession in the Americas for the bet- 
terment of their organizations, the basic security of 
their standards of life, work stability, and constant 
professional advance. 

The Congress re-affirms the desirability of con- 
tinued public health programs, of increased ap- 
propriations, by each of the governments of the 
American Continent, for these programs, and of 
stressing their importance on all government levels. 

The Congress re-affirms the need for direct medi- 
cal participation in all health and welfare organiza- 
tions and points out that measures adopted with- 
out consultation with members of the medical pro- 
fession may not attain the high and laudable pur- 
poses of these organizations. 

The Assembly of the Pan American Medical 
Confederation approved the statutes of the organ- 
ization, which then became effective, and elected 
the members of the Executive Board. The Assem- 
bly also approved the publication of a scientific 
bulletin, to serve as a medium for publicity in ac- 
cordance with professional ethics, and selected the 
city of Caracas, Venezuela, as the place of meeting 
of the Third Congress, in 1951. The meeting will 
be organized by a committee presided over by Dr. 
Enrique Tejera. 


National Social Insurance in Germany 


Gabriele L. Strecker, M.D. 


Frankfort, Germany 


E MUCH ADMIRED German National So- 

cial Insurance System is a personal crea- 

tion of Bismarck. With growing indus- 
trialization and increasing social tensions, national 
compulsory health insurance was set up in 1883, 
accident insurance in 1884, and the security pro- 
gram for disability and old age in 1889. Both em- 
ployers and employees contributed monthly fees. 
However, old age pensions could be paid only 
with additional government financial help. In 1911 
the so-called “Government Insurance Regulation” 
unified the three types of insurance into a central- 
ized system. In addition to this large national pro- 
gram there still existed employees’ insurance and, 
of course, all kinds of private insurance. 

During the Weimar Republic the conception of 
the Social Welfare State was further developed, 
culminating in the unemployment insurance law of 
1927. The legalized self-administration was used 
by the trade unions as a political instrument, the 
two-thirds majority of the wage-earners paralyzing 
the one-third minority of the employers. Something 
like a political trust was formed in the wake of this 
development. The enormous accumulation of funds 
in the hands of Social Insurance administration 
could be clearly seen in a gigantic administrative 
bureaucracy and the colossal buildings of these 
organizations. However, the idea of extreme cen- 
tralization had not yet reached its final form. There 
were still many regional and local health insurance 
programs; although government controlled, their 
very smallness guaranteed co-operation between 
doctors and social insurance for the patient 
benefit. 

What was the reaction of the medical profession 
to this development? Medical men have conserved 
up to now a few features of this once independent 
profession; but the pressure of Social Insurance 
forced them into an organization to protect their 
interests. In 1900 the doctors joined to form a 
kind of fighting organization, the so-called Leipzig 


Association or the Hartmann Association. The 
membership in 1932 was about 43,000. If we com- 
pare the struggles of that time between the medical 
profession and the bureaucracy of the Social In- 
surance Program with the present situation, they 
appear mere trifles. The “Hartmannbund” succeed- 
ed in guaranteeing to the panel patient everywhere 
the right to choose his doctor. Furthermore, the 
Hartmannbund forced a limitation of 600 panel 
patients plus family members, making about 1200 
patients for one doctor. Originally, Social Insur- 
ance was thought to grant the minimum of social 
help to the very poor. Doctors could afford to 
treat the panel patients at the extremely low fees 
paid by Social Insurance because the majority of 
their practice was still with private patients. And 
another significant factor was working in the minds 
of the patients, the feeling of wanting to pay their 
fees themselves, because to be a panel patient was 
regarded as placing one in a lower social stratum. 
Nothing more characterizes this situation than the 
fact that today, in 1949, basis of payment is still 
the lowest tariffs in the old 1815 fee regulation. 

During the Weimar Republic there were about 
one-third panel patients to two-thirds private pa- 
tients. But the medical profession was keenly aware 
of the general trend, and in many publications 
which continue to be read today the medical men 
were pointing out prophetically the dangers which 
threatened both doctors and patients. A new disease 
had been discovered, “pension-neurosis.” The fan- 
tastic abuse of free medicines and special treat- 
ments was obvious. Personal responsibility was 
taken away from the patient. On the other hand, 
the medical profession was endangered too. The 
new type of panel-patient-hunting doctor arose. 
Hurried and mass consultations took place, abolish- 
ing the old confidential and human relationship 
between patient and doctor. In the Nazi period the 
consulting room was transformed into a clearing 
agency for certificates of the most amazing sorts. 
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In 1933 the Nazis dissolved the old Insurance 
Organizations as well as the Doctors Union 
(Boards of Medical Men). They dissolved them 
only in order to turn them back, transformed and 
nazified. For obvious reasons the totalitarian state 
did not need to change too much in the system 
of social insurance, promising total care to the 
individual from the cradle to the grave provided he 
gave up personal freedom and responsibility. As a 
whole, the system of social insurance was main- 
tained during the Nazi regime, though the old 
leaders and the old personnel had either to resign 
or to accept the new ideology. The psychologic 
trend was interesting to observe. More and more 
private patients with a relatively high income pre- 
ferred to become voluntary members of compulsory 
health insurance organizations. At the same time 
the Government further extended its influence and 
protective measures, especially with regard to pro- 
tection of mother and child. With the maternity 
protection law of 1942, Germany created a maxi- 
mum of protection for the pregnant woman and 
the young mother. Fundamentally the purpose of 
these measures was only consideration of power- 
policy and increase of the population for this. 


During the Nazi regime the social structure of 
the population changed considerably. Many per- 
sons preferred to become panel patients on a 
voluntary basis, though their income might be 
much higher than that of many private patients. 
The original idea of social security for the very 
poor had been completely lost by this development. 
Enormous sums were invested in Social Insurance. 
The assets of the social insurance program were 
greater than the value of all German industrial 
stocks. Adolph Hitler invested this sum for re- 
armament and for the war. 


The German people have twice lost all their 
savings. But, psychologically, the idea of insurance 
and social security seems to be so deeply rooted 
in their minds that, despite the disappointments 
of two financial crashes, the German worker is 
willingly paying again about 20 percent of his 
total income for Social Insurance. 

The question is whether we have learned from 
experience. German experience has taught clearly 
that it is erroneous to think that what money is 
saved will retain its value over long periods of 
time. The second error is the belief that it is 
only the lower stratum of the population which 
needs social security. We have seen it proved that 
all classes are dependent on the political and eco- 
nomic development of the country, which may 
change suddenly and alter the whole structure. 
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Finally, it is impossible to predict anything cer- 
tain about the age group structure of a population, 
a statement which is apt to shatter the mathematical 
basis of insurance. The fact that 20 years have now 
been added to the average life expectancy of an 
individual at birth is undermining the whole struc- 
ture of social insurance. Who would dare to fore- 
cast any statement on the population increase or 
decline for the near future? Who could assume 
that the 20 millions of people at present covered 
by social insurance will not increase their numbers 
enormously in the future? 


The predominant opinion with regard to the 
solution of this problem could be defined as fol- 
lows: The individual no longer needs to provide 
for sickness and old age by systematic savings and 
investments; the wage-earner takes care of the 
man or woman no longer able to earn a living. 


What is the situation in the German Social 
Insurance System since 1945? Basically, the for- 
mer structure of this organization has been un- 
touched in the three Western zones. In Berlin 
the “Insurance Agency Berlin” has existed since 
Julv 1, 1945. All the working people, including 
independent business men with less than 5 em- 
ployee:, are subject to compulsory insurance. 


In the Russian Occupied Zone a unified social 
insurance embraces 98 percent of *the population. 
According to the Russian example, more and more 
“Ambulatorien” are being erected. (Ambulatorien 
are consulting rooms and hospitals run and ad- 
ministered by social insurance, in which the doc- 
tors work as employees, with monthly salaries of 
about 250 Marks or $90 per month.) 


The Allied Control Council and many German 
agencies have been airing the question of a re- 
form in German Social Insurance. From the point 
of view of a simplified organization, a reform 
might be valuable, since the tasks and purposes of 
social insurance will become greater and greater. 
Already that part of the population which has to 
be taken care of is as large as the part which 
contributes to the program. 


What about the situation of the medical pro- 
fession in this post-war period? The tremendous 
surplus of doctors has lowered the number of 
panel patients per doctor from about 2000 to about 
500 in many cases. These patients cannot form 
the necessary basis for a practice, for the number 
of private patients is diminishing more and more. 
There is no doubt about the crucial fact that in 
such cases there is no way of handling a practice 
so that it will pay from a business point of view. 
The agreement of March 18, 1938, still in effect, 
states that the so-called limit of the practitioner 
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will be fixed to 4,50 Marks, i.e., the doctor’s pre- 
scriptions per case and patient during a trimester 
are limited to an amount of 4,50 Marks. The 
doctor is not even allowed to mention his difficulty 
to the patient, the regulations of social insurance 
providing: “Medical treatment should not go be- 
yond the necessary measures. It is forbidden for 
the doctor to mention the sum which he may 
spend for the prescription, in a deprecatory man- 
ner, to the patient or to other patients.” 

If the doctor prescribes expensive medicines, 
e.g., hormones or sulfa drugs, and, if he thus 
exceeds the “limitation,” it may happen that he 
has to reimburse the overexpenditure to the social 
insurance agency. Is it then amazing that doctors 
are forced to collect many “sick-forms” from 
patients who do not need prescriptions? Social 
Insurance, on the other hand, is able to show 
statistics providing that it is easy to get along 
with a trimester average expenditure for medicine 
of 2,50 Marks. And last but not least, the patient 
who goes as often as he wants to the doctor, with- 
out any immediate financial burden, often for- 
getting even to produce the only necessary docu- 
ment, the sick-form, is anxious to obtain as 
many prescriptions as possible. The system is art- 
fully invented to make doctors and functionaries 
of social insurance natural enemies. The payment 
of the doctor With an average of 3,50 to 4,50 
Marks a trimester per patient will force him to 
be interested in the highest possible number of 
sick forms. But here a bulwark has been erect- 
ed; with a growing number of sick-forms, the 
price for the single sick-form will rapidly be low- 
ered, the principle of automatic punishment for 
additional work being thus demonstrated in the 
most classical manner. 

In summarizing the situation, it can be said 
that the American Military Government, in dis- 
solving the former Boards of Medical Men in 
their capacity as a Public Service Agency, de- 
stroyed the facade of a non-existing doctors’ self- 
protection agency. The doctors are too small and 


too feeble a group, politically and economically, 
to preserve this small chance for protection. They 
are undermined by great tensions, caused by the 
overcrowding of the profession. The union of So- 
cialistic Doctors favors unified Social Insurance. 
The Marburger Bund, i.e. the Organization of 
Young Doctors, especially the employees of hos- 
pitals who are struggling very hard for existence, 
might be partly prone to concessions granting 
them a small basis for existence. 

The widespread bureaucracy of Social Insur- 
ance is prospering, nourishing clandestine ambi- 
tions for power. It has forced those with incomes 
up to 375 Marks monthly (formerly 300 Marks) 
to join compulsory social insurance. A large group 
of the German people has been bereft of its own 
decision in this question, all this in the name of 
social security. The general trend is sure to be a 
collectivistic one fortifying the position of the 
anonymous agencies of social insurance. The for- 
merly proud medical profession is in danger of 
becoming a virtually dependent mass of employees 
with all the duties but with none of the rights of 
state officials. They do not even enjoy the social 
security bestowed on the poorest of their patients. 
It is strange that, while the great industrial com- 
bines are being decartellized, the giant cartel of 
social insurance is presented to the public as 
necessary and beneficial. The neuralgic point of 
social insurance is the fact that social insurance 
will pay doctor, medicines, special treatments, 
hospitalization, etc., for the patient. The patient’s 
relationship towards the doctor is bound to be im- 
personal, without any responsibility or the slight- 
est payment directly to the doctor. If the German 
system would at least take into consideration the 
Swiss or the Norwegian pattern, then the patient 
would not be freed of every co-responsibility in his 
disease or health. The German doctors believe that 
the moral factors—or the loss of them—have 
caused great psychologic damage, the effects of 
which we have already seen in the past and which 
will spread out as a worse evil in the future. 
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Health in Poland 


Celia Stopnicka 


ASED UPON THEIR accomplishments during 
B the critical emergencies of the post-war 

period, public health authorities in Poland 
look ahead to the next six years with confidence. 
This brief survey of those accomplishments should 
be read not merely in terms of the degree to 
which the medical needs of the war-exhausted 
people of Poland were met, but also in the light of 
pre-war health conditions of that country. 

Before the war, Poland was one of the most 
backward countries in Europe as far as the health 
of its people was concerned. Poland’s mortality 
rate was one of the highest in Europe, amounting 
to 139 per 10,000 population in 1938. Infant 
mortality was 14 percent during the same year. 
Communicable diseases were rampant, with tuber- 
culosis reaching the second highest rate among 31 
European nations. 

Facilities and personnel in the health field were 
extremely limited. In 1938 there were only 21 hos- 
pital beds and 3.7 physicians per 10,000 population. 
Especially neglected were the rural areas, where in- 
fant mortality reached 25 percent. Of a total of 
12,917 doctors, only 1,466 (11 percent) served in 
rural areas, at a time when 73 percent of Poland’s 
population lived in those areas. 

The greatest blow to the health of the Polish 
nation came, however, during the German oc- 
cupation. Undernourishment, slave labor, and 
tragic nervous shocks, all left deep scars. At the 
same time the Germans destroyed or removed to 
Germany the equipment of Polish hospitals, health 
centers, sanatoria, and pharmaceutical plants. 
With tuberculosis raging, the Germans allowed 
only two tuberculosis centers to function, and 
these were not for treatment, but were merely 
isolation centers. Two hundred beds assigned to 
tuberculosis cases were cynically transferred by the 
Nazis to the Tworki hospital for mental diseases, 
and these constituted one of the two tuberculosis 
centers. 


Celia Stopnicka is head of Social Research, 
Polish Research and Information Service, 
New York. 
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So pressing was the problem of the nation’s 
health that as early as 1944, when war operations 
were still in progress, the Polish Committee of Na- 
tional Liberation established a Department of 
Health designed to bring health services into parts 
of Poland as they were being liberated. The ma- 
jor objectives of the new health policy became 
crystallized even then. Health services were to be 
united into a single responsible agency co-ordinated 
to avoid duplication and embracing both cure and 
prevention. The first step in realizing the above 
objectives was the creation of a Ministry of Health 
on April 1, 1945, as a central agency to organize 
and plan the health services of the entire country. 
In creating such a Ministry, the Poles did not in- 
troduce a new institution into Poland, but merely 
re-established one which had arisen in the wake of 
World War I. Unfortunately, after a few years 
of existence this much needed institution was 
abolished and its functions put under the jurisdic- 
tion of the Ministry of Internal Affairs. 

In 1947, the work of the Ministry of Health was 
incorporated into the over-all plan for economic 
reconstruction which meant that from then on the 
health system, like many other phases of Polish 
life, was to be planned. Thus public health today 
operates within the Three Year Plan which covers 
the period between January 1, 1947, and December 
31, 1949, and which went into effect for the pur- 
pose of repairing the devastations of war and _rais- 
ing the living standards of the nation above pre- 
war level. The part of the Plan dealing with health, 
like the over-all plan, emphasizes rebuilding. 

The effort expended in rebuilding has brought 
much more impressive results than might be ex- 
pected from a country which had to start practical- , 
ly from scratch. Facilities and equipment have been 
rebuilt so that they equal and in many instances 
exceed those which existed prior to the war. 

In 1937, there were 482 health centers with 
2,245 clinics. Though most of the clinics were 
destroyed during the war, there were, by the end 
of 1946, 823 centers, 3,500 clinics. At the end of 
1947, the number had risen to 934 centers, 4,850 
clinics. 

The same trend is present with respect to 
Poland’s hospitals. Poland had 74,999 hospital 
beds in 1938. During the war, 33 hospitals with 
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9,533 beds were completely destroyed, and 100 hos- 
pitals with 54,000 beds were substantially damaged. 
Yet today Poland possesses 88,124 beds, which 
puts the ratio per 10,000 population at 37 as 
compared with 21 before the war. 

However, since pre-war facilities were far less 
than needed, Poland cannot rest satisfied with its 
achievements. Public health policy stresses the need 
for increasing the amount of medical care so as to 
make it available to all who need it. In increasing 
the quantity of medical care for the country great 
pains are taken that quality is not sacrificed. 

In addition to stressing reconstruction, the Three 
Year Health Plan puts special emphasis on com- 
bating communicable diseases. Here too the re- 
sults are quite impressive. It is self-evident that 
post-war Poland was a fertile ground for the spread 
of infectious diseases. The population was weak- 
ened by six long years of occupation; means of 
communication and sanitary facilities were destroy- 
ed by the war; and the greatly reduced medical 
personnel was inadequate to cope with post-war 
health problems. In spite of these difficulties, how- 
ever, Poland waged a highly successful fight 
against infectious diseases. Epidemics, which tradi- 
tionally follow wars, have been brought completely 
under control by means of anti-epidemic stations 
distributed throughout Poland. It is noteworthy 
that in the field of epidemics it took Poland three 
years to reach normalcy following World War II, 
while the process of normalization after the much 
less destructive World War I took five years. 

Great strides have also been made in combating 
tuberculosis, the disease which proved to be a 
greater menace to health in Poland than any other. 
One of the most important decisions of the Min- 
istry of Health in this fight was to provide free 
treatment to all tuberculous patients. This treat- 
ment is provided in tuberculosis dispensaries, hos- 
pitals, sanatoria, and preventoria, which are re- 
sponsible to the National Tuberculosis Institute. 
The Institute is a center for research, treatment, 
and control of the entire tuberculosis campaign. 
Besides treatment, great emphasis is put on the 
prevention program, which consists of mass radio- 
graphy, mass inoculation of BCG strains, and 
treatment in preventoria. Free chest x-rays are now 
considered a routine health practice for children, 
university students, and all employed persons, 
either as a part of a placement procedure or per- 
iodic check-up, or in the course of an industrial 
tuberculosis survey. Prophylactic inoculation with 
BGG of all children and adolescents is being organ- 
ized throughout Poland with the outstanding help 


of the Danish Red Cross. Coupled with prophy- 
laxis is a very successful educational campaign. The 
highly effective educational programs of the previ- 
ously mentioned National Institute and dispensaries 
are carried out under the leadership of the Minis- 
try of Health and receive full co-operation from 
trade unions and social welfare organizations. The 
media used are wide in range and include lectures, 
posters, pamphlets, charts, and films. 

As for the fight against venereal disease, Poland 
has adopted, since the end of the war, a national 
plan which has held the interest of foreign observ- 
ers and commanded the respect of the experts of 
the World Health Organization. Legal bases of the 
plan are the laws of April 16, 1946, and January 
16, 1947, which make obligatory treatment in case 
of venereal sickness. Treatment is provided free 
of charge in the venereal disease stations and 
hospitals for all infected persons, but individuals 
who prefer to avail themselves of private medical 
service may do so. However, any infected person 
who refuses to undergo treatment is subject to a 
month’s arrest, a fine of 10,000 zlotys ($25), or 
both. 


Without giving a premature evaluation con- 
cerning penicillin as an exceptional anti-syphilis 
drug, the Polish Ministry nevertheless decided to 
adopt the penicillin treatment on a national scale 
for the rapid cure of primary syphilis. After the 
application of the penicillin treatment, long-term 
serological control of the patient’s blood is obliga- 
tory on the part of the doctor (once a month dur- 
ing the first half-year, once in 3 months in the sec- 
ond half-year, and once in 6 months during the 
second year.) Thus the Polish plan combines short- 
term treatment of 10 days duration with a long 
period of observation. Experience has shown that 
the length of the arsenobismuth treatment used 
before the adoption of this plan caused interruption 
of treatment on the part of many patients. 

Just as in the anti-tuberculosis campaign, so in 
the anti-venereal disease campaign great stress is 
being put on preventive action. As part of this 
drive every physician is required to obtain from 
the patient the names and addresses of persons 
with whom the patient has been intimate during 
the period of infection. The physician then submits 
the names to the local venereal disease stations 
which in turn try to induce the contacts to submit 
to b'oed tests. Where correspondence and personal 
interviews fail legal means may be used. 

The newly introduced free, compulsory pre-mar- 
riage and pregnancy blood tests are of great im- 
portance in the prophylactic campaign. Of prime 
significance also are mass tests administered upon 
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entering a university or a school of higher learning 
and upon joining the army. In areas where the 
disease is particularly widespread the Ministry of 
Health may order blood tests for the whole pop- 
ulation. 

In completing their task of reconstruction, the 
Poles are also engaged in designing a new Six 
Year Plan which will go into effect upon the ex- 
piration of the present Three Year Plan. In con- 
trast to the Three Year Plan, the central purpose 
of which was reconstruction, the new Plan has as 
its basic goal in the field of health the building of 
a unified, socialized system of public health. Trans- 
lated into more specific terms this means, according 
to Jerzy Sztachelski, Vice Minister of Health, that 
the Poles “aim toward creating a socialist public 
health program.” This unified and planned health 
system puts as its prime aim the prevention of 
diseases. “By realizing the principle of free medical 
service it opens health facilities to the widest num- 
ber of people.” While the plan is not going into 
effect until 1950, Poland is starting ahead of time 
in the direction of building socialized medicine. 

In view of the fact that there is a tendency in 
the United States to equate medical insurance with 
socialized medicine, it is worthwhile to point out 
that although health insurance is an integral part 
of the Polish socialist public health system it is not 
a distinguishing feature of that system. The fact 
that insurance can exist under various economic 
systems is best illustrated by the Polish experience. 
Post-war Poland, like most European countries, did 
not introduce anything new when it put into opera- 
tion a health insurance scheme. Poland under a 
capitalist setup adopted health insurance in 1919. 

What distinguishes the present health insurance 
scheme from that of the pre-war period is that it is 
growing broader in terms of the categories of peo- 
ple it covers and the kind of services it offers, 
whereas the pre-war system was retrogressing. For 
example, in 1933, the scheme was modified to ex- 
clude agricultural workers who had previously 
benefited from it. Today, the system of compulsory 
health insurance covers all employees, including 
agricultural workers and their families, no matter 
how high their income nor what is the nature of 
their employment. Insurance is compulsory in the 
sense that every employed person must be in- 
sured. It should be noted, however, that no one is 
compelled to accept medical care under the pro- 
gram. 

In pre-war Poland the insured had the right to 
free medical care up to 26 weeks out of the year 
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and his family to 13 weeks. Obviously this resulted 
in a stoppage of treatment in many cases of long 
and serious illnesses. Recently this limiting and 
harmful clause was eliminated, so that now the in- 
sured and his family are entitled to free medical 
care no matter how long the duration of the illness. 
What does insurance include? The free medical 
assistance consists of doctor’s care (general prac- 
titioners, specialists, surgeons, obstetricians, etc.), 
hospitalization , sanatoria, pharmaceuticals, and 
medical aids. In addition to medical benefits, insur- 
ance also pays cash benefits to persons whose earn- 
ings cease as a result of absence from work due to 
sickness. The cash allotments amount to 70 percent 
of the worker’s average salary plus 5 percent per 
child. This provision is not only important for the 
family of the patient but also provides that security 
which is so vital for the recovery of the patient. 
Special mention should be made of the free 
maternity care under the health insurance system 
which is available to wives and dependent daugh- 
ters of insured persons as well as to insured female 
workers. Pre-natal and post-natal treatment and 
attendance at confinement are provided by doctors, 
gynecologists, obstetricians, and trained midwives 
at homes, hospitals, and nursing homes. Maternity 
care also includes maternity leaves with full pay 
for 12 weeks. Thus Polish women today enjoy the 
benefits of the longest maternity leaves in the 
world. Irrespective of these leaves, expectant 
mothers are entitled to short absences up to 6 days 
monthly, when in need of rest during pregnancy. 
The health insurance today embraces one-third 
of Poland’s population as compared with one- 
seventh in pre-war times. Although this represents 
amazing progress the question remains: What hap- 
pens to the other two-thirds of the population? A 
network of health centers is being put into opera- 
tion to supply consultation and treatment free of 
charge or at a nominal fee of 50 to 100 zlotys per 
visit (12 to 25 cents) for the entire population. 
The forthcoming Six Year Plan puts great em- 
phasis on the building of an adequate number of 
health centers as an important step in bringing 
about a socialized health care system in Poland. 
Particular effort is being made to build health cen- 
ters in the rural areas neglected in pre-war days. 
Of the 1,014 health centers operating today, 679 
are in farm sections. Very important are the inter- 
school clinics attached to such centers. These con- 
duct free systematic inspections of school children 
to discover defects which if left uncorrected might 
lead to serious crippling. They also grant free 
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medical aid to all children, direct children in need 
of more specialized care to appropriate clinics and 
preventoria, and promote preventive medicine pro- 
grams among school children. 

As for hospitalization and sanatoria treatment, 
it is already free to all sufferers from contagious 
diseases and soon will be made so to all mentally 
sick. In addition, free and reduced rate sanatorium 
treatment and hospitalization are being put into 
operation for those low income groups not covered 
by social insurance. It is noteworthy that the law 
of April, 1949, provided that no person may be re- 
fused hospitalization because of non-payment. 

The main barriers in realizing Poland’s ambitious 
goal of making available to the entire population 
preventive, diagnostic, and therapeutic services are 
the lack of facilities and personnel. 

The systematic killing of medical and dental 
personnel by the Nazis and the interruption of 
the annual increase of graduates during the five 
years of war decreased the number of doctors by 
45 percent and dentists by 60 percent. The figures 
of December 31, 1947, show a total of 7,869 
physicians, constituting a ratio of 3.3 per 10,000, 
and 1,672 dentists, or 0.7 per 10,000 population. 


The shortage is felt somewhat less now than 
some months ago because of the recent passage of 
a new law which makes it obligatory for every 
physician to devote 24-42 hours weekly to public 
health service on a salary basis. This provision 
should not be considered merely an emergency 


measure. It was a step toward the realization of 
socialized medicine for all. In passing the law the 
government asserted that private practice is not 
abolished. After discharging his duty to public 
health the doctor may in his free time turn to 
private practice. Accordingly, private practice on 
a very small scale continues to exist in Poland. 


Shortages are also met by the training of new 
people. The Ministry of Health from its very, in- 
ception worked in co-operation with the Ministry 
of Education to reconstruct and expand facilities 
and opportunities for education. Thus there are 
today medical departments in seven universities and 
three additional schools of medicine with a total 
student body of about 12,000. These figures may 
be compared with the five pre-war university medi- 
cal departments and the 3,872 students during the 
year preceding the war. The 14 nursing schools of 
today represent a twofold increase over pre-war 
years. 

It is hoped that this article has given some indi- 
cation of Poland’s great achievements in the field 
of health. These achievements become even more 
commendable when one remembers that health was 
not the only sphere in which reconstruction was 
needed. The Nazis had destroyed Poland to such 
an extent that almost all Polish activities had to 
make a fresh start after liberation. Encouraged by 
progress made to date, the Poles are confident they 
will realize within the next six years the new goals 
in health they have set for themselves. 


FOREIGN EDUCATIONAL OPPORTUNITIES 


A number of inquiries have been received regard- 
ing opportunities for the study of medicine in 
foreign universities. The program under the Ful- 
bright Act makes such studies available to more 
students than in the past. 


The Fulbright Act authorizes the Secretary of 
State to set aside a portion of the foreign cur- 
rencies resulting from the sale of surplus govern- 
ment property abroad for educational exchange 
programs with foreign countries. Agreements pro- 
viding for such educational exchanges have been 
signed with Belgium and Luxembourg, Burma, 
China, France, Greece, Italy, New Zealand, The 
Philippines, and The United Kingdom. It is ex- 
pected that similar agreements will be made in the 


future with Australia, Austria, Egypt, India, Iran, 
The Netherlands, The Netherlands East Indies, 
Norway, Pakistan, Siam, and Turkey. 

Candidates for awards must be American citi- 
zens, have a college degree or its equivalent, and a 
knowledge of the language of the particular coun- 
try sufficient to carry on the proposed studies. 
Candidates are selected on the basis of academic 
records, the value of the proposed project, and 
personal qualifications of the individual. 

Research scholars and professors interested in 
these opportunities may obtain additional informa- 
tion from The Conference Board of Associated 
Research Councils, 2101 Constitution Avenue, 
N.W., Washington 25, D.C. 

H. E. THetanper, M.D. 
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Medical Practice in a South West 
African Mission 


Grace V. Andrene, M.D., M.B., Ch.B. 


AM WRITING THIS in Ovamboland, a native 
iE in the extreme north of the territory 
of South West Africa. Further to the north lies 
Angola; on the west are the mountains and deserts 
of the Laodaveld, and on the east the marshy 
lands around the Okavongo River. Ovamboland is 
separated from South Africa and the European 
settled parts of South West Africa by a broad 
belt of game reserve and an area of waterless 
land known locally as “The Thirst Belt.” There 
are no hills in Ovamboland, though it is over 
four thousand feet above sea level. It is, however, 
a beautiful country as there are many large trees, 
green throughout the year except during Septem- 
ber and October, when their leaves turn to sunset 
colors, yellow, orange, and red. In the wet season, 
January to April, more than half the country is 
under water, the water lying in broad shallow 
pans called marambas. At other times of the year 
the marambas are covered with tall golden grass. 
There are no villages in Ovamboland, but the 
higher ground between the marambas is divided 
into kraals. Every married male has a kraal where 
he lives with his wives, children, and other rela- 
tives. The dwelling place consists of small round 
huts of wood and mud with thatched roofs, sur- 
rounded by a double palisade of wood. Within 
this palisade there are also fenced off areas where 
the cattle and goats are herded at night. All 
around the dwelling place is a garden, where 
the women grow the crops. The greater part of 
the land is used for millet, which, made into a 
porridge, forms the staple food. Kaffir corn, from 
which they make a light beer (and occasionally a 
few mealies), melons, and sweet potatoes are 
grown. 


Ovamboland is a native area. No European 
may own land therein, and the only white skinned 
inhabitants are a few government officials, store 
keepers, and missionaries. The settling of disputes 
and maintaining of law and order is largely in 
the hands of native chiefs and headmen, some 
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of whom have been chosen by acclamation, while 
some have inherited their position. Their work 
is supervised and guided by a Commissioner and 
Assistant Commissioner of the Union Native Af- 
fairs Department. The manner of living and many 
of the habits and customs of the people have 
remained unchanged for hundreds of years. In- 
creasing numbers of men go south every year to 
work on the mines and farms. According to a rule 
made by the headmen and endorsed by the gov- 
ernment, they have to return to their homes after 
the end of two years, so that they may not become 
detribalized. However, they bring back with them 
clothes and manufactured goods, European ideas 
and custums, and are gradually introducing a 
money economy. 

In 1923, the Episcopal Church of South Africa 
started a mission in the Oukuanyama tribal area. 
A few years later a nurse arrived and set up a 
small hospital and dispensary. The mission and 
the medical work grew side by side. The govern- 
ment contributed towards the cost of maintaining 
the hospital. In Ovamboland there are no inde- 
pendent doctors, hospitals, or pharmacies, so the 
burden of all medical care falls on the mission 
hospitals. There are, of course, native practitioners, 
but in this part of Africa their herbal knowledge 
is small, and their methods crude and painful. 
It was some years, however, before superstition and 
fear were overcome and the people started to 
flock in large numbers to the hospital. , 


This mission now has two hospitals, one at 
Odimbo, the original center, the other 23 miles 
to the east at Osandi. These hospitals are not 
like anything you would find in the States, as, in 
the interests of both economy and convenience, 
they have been built almost entirely of local ma- 
terials. The walls are of sun-dried-mud brick and 
the roofs are thatched with grass or corn stalks. 
The outside walls are smeared with mud to 
strengthen them and protect them in the wet sea- 
son, and the inside walls are whitewashed or 


434 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


painted. In each case there is a moderate-sized 
central building which has out-patient clinics, a 
dispensary, and store rooms. The in-patients are 
housed in small round huts made of the same 
materials. This hut system has many advantages 
and many disadvantages. Among the advantages is 
the elimination of cross infection; among the 
disadvantages is the necessity for carrying every- 
thing out of doors, and sometimes wading through 
mud and water ankle deep during the heavy rains 
of the early part of the year. Quite apart from 
this, native custom and superstition make it neces- 
sary for every patient to be accompanied by a rela- 
tive or friend, who sleeps on the floor by the bed- 
side and cooks the food. We have no dietetics de- 
partment. The relative always calls a nurse in 
case of need, which saves the necessity of a nurse 
being awake at night, apparently a physical im- 
possibility for our native nurses. Relatives, how- 
ever, also have their disadvantages. They have 
been known to cram rough porridge and evil 
looking fruits into the mouths of babies with 
diarrhea, despite the most emphatic instructions, 
and they are, not infrequently, more ill than the 
patients themselves, thinking that if they come to 
the hospital they will be sure of accommodation, 
however overfull the beds. 

Between our two small hospitals we have a 
white staff of four: three qualified nurses and 
myself. We also have a fair number of native 
nurses. These girls are very willing and work 
hard, according to their lights. However, they 
come from almost stone age home conditions, and 
the majority can barely read or write, so that their 
training has to be taken by slow and easy stages 
and is more by imitation than by direct instruction. 


Though this area falls within the geographical 
tropics, the climate, on account of the elevation, 
is not really tropical, and we do not see bil- 
harzial and trypanosomal diseases which are found 
at lower levels in the same latitude. However, 
malaria presents an enormous and apparently in- 
superable problem. The prevalent type is P.falci- 
parum, and during the malarial season we get a 
large number of pernicious and cerebral cases. 
Practically everyone has suffered from repeated 
attacks of fever throughout life, though the more 
severe cases are seen in children. The other most 
prevalent diseases are those associated with lack of 
sanitation, ankylostomiasis and amebiasis. These 
two present great problems, as no amount of pub- 
lic health teaching can overcome the fact that the 
majority of the people have no money with which 
to buy soap, and that for six months of the year 


every drop of water has to be carried into most 
kraals from a well or waterhole miles distant. 

Tuberculosis and venereal diseases are on the 
increase. To a large extent they are brought into 
the country by men returning from the crowded 
conditions in mine compounds in the south. The 
people have very little resistance to either of 
these scourges. Leprosy is indigenous, but generally 
takes the neural and less contagious forms. In 
the winter a great number of people suffer from 
bronchitis and pneumonia, and these are the main 
causes of death among the aged. The winter 
nights are cold, and, as the people have few 
clothes and often no blankets, they huddle around 
fires in their little wood and grass huts, with 
roofs too low for one to stand up. In the cold 
months of the year we always have a number of 
severe burns in the hospital, pathetic infants with 
their hands destroyed, old people with burns down 
to the bone. The traditional treatment is the im- 
mediate application of cow dung, so that there 
is generally considerable cleaning to be done when 
they first come to the hospital, generally two or 
three days after the accident. The amazing thing 
is that very few of these burns become secondarily 
infected, and I have yet to see a case of tetanus. 

There is usually a delay before the severely ill 
or injured get to the hospital. Transport is the 
great difficulty. The lucky few come in a donkey 
cart or ox wagon; but the majority of homes can 
only be reached by winding single foot tracks 
through the bush, which makes even the porterage 
of a stretcher a difficult business. Despite this, it is 
amazing the distances from which some of our 
patients come. Perhaps the record was that of a 
man who was carried seventy miles by his friends 
after having been mauled by a lion. However, 
injuries by wild animals are rare; snake bites 
are infinitely more frequent and dangerous. Often, 
if the patient is too ill, and particularly in dif- 
ficult maternity cases, we make visits in their 
kraals. This generally means a walk of some miles, 
a pleasant escape from hospital routine, but very 
expensive in time. 

Most of our problems are medical; but much 
could be done in the surgical line, particularly for 
gynecological and orthopedic cases. The “acute 
abdomen” is practically unknown. We have a 
theater planned and hope to start soon, though 
staff shortage, and lack of running water, elec- 
tricity, and x-ray will present a few complications. 

This report appears to be full of problems; but 
there can be few places in the world where medi- 
cal practice is more rewarding and more full of 
interest than in Ovamboland. 
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THE MEDICAL WOMEN’S INTERNATiONAL ASSOCIATION 
ANNOUNCEMENT OF 1950 CONGRESS 


The Sixth Congress of Medical Women’s Interna- 
tional Association will take place September 13 
through 18, 1950, in Philadelphia, Pennsylvania, 
United States of America. This will coincide with the 
Centennial Anniversary of Woman’s Medical Col- 
lege of Pennsylvania and a program of guest speak- 
ers has been planned for September 15, 1950, in 
commemoration of this anniversary. Dr. Frieda Bau- 
mann, 1930 Chestnut Street, Philadelphia 3, Penn- 
sylvania, is Chairman of the Local Committee on 
Arrangements. 

Preceding the Congress, on September 7, 8, 9, the 
Medical Women’s Association of New York City is 
planning a program of scientific and social activities 
for the visiting women physicians. Dr. Ada Chree 
Reid, 118 Riverside Drive, New York 24, New York, 
is Chairman of the New York City Committee. 


American Medical Women’s Association will ar- 
range for committees of women physicians through- 
out the United States to act as hostess groups to 
visitors to their cities. The President of Medical 
Women’s International Association, Professor Ruys, 
extends a cordial invitation to all women _physi- 
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cians, whether or not they are members of the Asso- 
ciation, to attend the Congress—and to all groups of 
women physicians to send observers. Dr. Ruys hopes 
that many of the other American countries will be rep- 
resented, as the Association will welcome their 
participation and appreciate their co-operation with 
the Medical Women’s International Association. 


* * * * * * 


National Corresponding Secretary to the Medical 
Women’s International Association, Dr. Margaret M. 
Wurts, reports concerning topics for discussion at 
the 1950 Philadelphia Conference: 


Papers and discussions are earnestly solicited. Kind- 
ly submit, as soon as possible, those on Anemia to 
Pearl B. Holly, M.D., 900 17th Street, N.W., Wash- 
ington, D.C.; and those on Pathology of Housework 
to Audrie Leah Bobb, M.D., 30 E. 60th Street, New 
York 22, N. Y. 


The following topics and sub-topics have been 
presented for consideration. These outlines are not 
all inclusive. Material bearing on either subject will 
be most welcome. 


| 
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ANEMIA IN WOMEN 
I—Introduction 


A. Normal values for hemoglobin (grams/100 cc), 
RBC/cu.mm., and hematocrit/100 cc blood in, 
(1) infancy, (2) puberty, (3) adulthood, (4) 
pregnancy, and (5) post-menopause. 

B. Changes in total blood volume during 
(1) menses, (2) pregnancy. 

C. Definition of anemia : 

(1) Changes in hemoglobin, RBC and hemato- 
crit, (2) Alterations in blood volume, (3) Bone 
marrow resections, (4) Limit the discussions to 
those types of anemias which occur most fre- 
quently in women. 


II—Normal Hematopoesis and Nutrition 

A. Dietary requirements for RBC production 
(1) Role of metals (Iron, Copper, Cobalt), (2) 
Role of Proteins, (3) Role of Vitamin B com- 
plex (Riboflavin, Nicotinic Acid, Pyridoxine), 
(4) Role of pteroylglutamic acid, Vitamin B12, 
etc., and (5) Role of Vitamin C. 

B. Influence of Hormones on Red Blood Cell Produc- 


tion 
(1) Thyroid, (2) Adrenals, and (3) Pituitary. 

C. Increased requirements for Iron and Proteins 
during (1) Active growth, (2) Menstrual years, 
(3) Pregnancy and lactation, and (4) Muscular 
activity. 

D. Adequate nutrition and its relation to . 
(1) Standards of living, (2) Local food habits, 
(3) Religious tenets, (4) Food fads, and (5) 
Ignorance of dietary principles. 


I11I—Iron Deficiency Anemia (most frequent type of 
anemia seen in women) 
A. Incidence at various ages 
B. Etiology 
(1) Chronic blood loss 
(a) Menses (b) Multiple deliveries, (c) 
Hemorrhoids (common complication of 
pregnancy), (d) Menorrhagia, and (e) 
Fibromyoma uteri. 
(2) Increased iron requirements during pregnan- 
cy and lactation (fetus) 
(3) Inadequate iron intake in 1 and 2 
(4) Role of multiple pregnancies 
C. Incidence among different economic levels 
D. Value of pre-natal clinics 
E. Value of supervised infant feeding 
F. Importance of diet and medicinal iron prepara- 
tions during periods of increased iron and protein 
requirements 
G. Response to specific medication 
IV—Nutritional Macrocytic Hyperchromic Anemia 
A. Occurrence during pregnancy 
(1) Inadequate intake of proteins and vitamins, 
(2) Interference with activity or elaboration 
of intrinsic factor, (3) Endocrine unbalance 
interfering with intestinal absorption and 
RBC production, and (4) Pituitary fibrosis 
following childbirth. 
B. Relation to low protein diet 
(1) Poverty and ignorance, (2) Local food hab- 
its, and (3) Religious beliefs. 
C. Gastro-intestinal disturbances 
(1) Anorexia, (2) Gall bladder disease, (3) Ul- 
cerative colitis, and (4) Constipation. 
D. Response to diet and medication 
V—Hemolytic Anemias 
A. Inherited 
(1) Congenital hemolytic icterus, (2) Mediter- 
ranean anemia, and (3) Sickle cell anemia. 
B. Blood groups and Rh factors 
(1) Dangers of blood transfusions in the female, 
(2) Erythroblastosis fetalis. 


C. Toxic substances 
(1) At home, /2) In factories (benzol, lead, 
radium), (3) Bacterial toxins. 
Incidence of hemolytic anemias associated 


with sepsis following childbirth. Cl.welchii; 
Streptohemolyticus. 


VI—Occurrence of Anemias Associated with 
Metabolic Disorders 
Role of ovaries, Role of thyroid gland, Role of 
adrenal glands, and Role of pituitary gland. 
VII—Aplastic Anemia in Women 
Relation to industrial hazards. 


VIlI—Conclusions 
. Importance of increased iron intake during (1) 
menses, (2) pregnancy, and (3) lactation. 
. Adequate protein and vitamin ingestion. 
- Role of increased blood loss menorrhagia and 
metrorrhagia; and hemorrhoids. 
. Our knowledge of endocrine activity is limited. 
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PATHOLOGY AND HYGIENE OF HOUSEWORK 
I—Pathology 

Can it be stated that any of the following are par- 
ticularly common in domestic workers: 

Neurosis, Diseases of the joints, Muscular diseases 
and tendovaginitis, Flat feet, Varicose veins, Adipo- 
sity (perhaps in connection with increased blood- 
pressure), Dermatoses, Avitaminoses, Accidents. 

Are other diseases particularly common in domestic 
workers? What is being done or could be done to 
prevent these diseases? 

Il—Hygiene 

1) Length of working hours for the domestic. 

2) The housing problem: number of persons per 
room; old, unpractical, damp, and dark build- 
ings. Sanitary installations. Badly planned and 
cold kitchens. Bathing and washing facilities. 

3) Various aspects of help for housewives: the 
possibilitiy of getting house-maids, institutions 
for taking care of children, labour-saving ap- 
paratus; the difficulties of shopping. 

4) Does the housewife feed herself as well as the 

rest of the family? 
5) The loneliness of the domestic worker. 

) Facilities for organized exercise, vacations, and 
sick-aid for the domestic worker. 

I1I1—Training in Domestic Work 

1) Is there in your country compulsory training 
in domestic work, a) for girls? b) for boys? 

2) Can you state the extent of this training and 
at what age it is given? 

3) Is there in your country possibility for the 
young woman who wishes it to get domestic 
training free of cost? 

4) How many pupils have you at full time in 
domestic schools in relation to the population 

your country? Evening or other short 
courses ? 

5) Have you any state or private institutions for 
scientific and practical investigations on house- 
work? If so, do they really influence the work 
of the domestic schools? 

6) To what extent can the ordinary housewife 
and domestic worker receive help and teaching 
from your housewives’ and domestic organiza- 
tions ? 

7) Is it usual for women to marry without rea- 
sonable knowledge of house-work ? 

TV—Regarding House-Maids 

Does legislation in your country protect the num- 
ber of working hours, the wages, and the housing 
of house-maids? (Dr. G. Wegner). 
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World Health Organization 


WHO IN INDIA 


A current instance of international mobilization 
against disease by the World Health Organiza- 
tion is the assistance given to India in its recent 
polio outbreak. WHO Headquarters in Geneva 
was notified by its Regional Office for Southeast 
Asia in New Delhi, India, that an emergency was 
developing in Bombay and other parts of the 
country. The Indian Government requested 20 
light portable respirators as a preliminary measure. 

Authorization was immediately cabled by WHO 
Headquarters to the Washington office of the Pan 
American Sanitary Bureau (WHO’s Regional 
Office for the Americas) for procurement and 
air-shipment of the respirators, and one week 
later the iron lungs were flown from New York 
to Bombay by Pan American World Airways. 

Comparatively rare in India, poliomyelitis 
has never previously been recorded as reaching 
epidemic proportions there. More common in 
countries with a higher living standard, it has 
been spreading in the last 40 years, according to 
WHO officials in Geneva. Its distribution, al- 
though uneven, is practically world-wide and is 
particularly serious in the United States, where 
some 80,000 cases have been reported in the past 
five years. 

So far, no international work has been under- 
taken against poliomyelitis except for epidemio- 
logical information and studies. WHO has, how- 
ever, recently begun preparations for coordination 
of research and action against the disease on an 
international level. 


WHO IN AFGHANISTAN 
When news of the outbreak of a louse-borne 


typhus epidemic in Afghanistan was received at 
the World Health Organization’s Headquarters 
at Geneva from WHO's Regional Office for 
Southeast Asia at New Delhi, steps were immedi- 
ately taken to give international aid to the stricken 
country. 

Afghanistan’s Minister of Health, reporting 
the outbreak to WHO's Regional Office at New 
Delhi, asked assistance in the form of vaccine 
and DDT insecticides to kill lice that carry ty- 
phus. All available supplies were shipped by the 
regional office. To obtain the remainder of the 
requested typhus vaccine, WHO Headquarters 
called its Regional Office for the America’s in 
Washington, D. C., (the Pan American Sanitary 
Bureau) to start direct shipments to Afghanistan 
at once. The initial shipment from Washington 
left less than 36 hours after the report was re- 
ceived in WHO’s Regional Office. 

News of the outbreak was broadcast to all 
parts of the world in radio health bulletins from 
Geneva Headquarters, so that national public 
health officials would be on the alert against spread 
of the disease by sea or air. 

Recent outbreaks of typhus, such as occurred 
in Rumania in 1948 and North Africa in 1942, 
were quickly brought under control by widespread 
use of DDT and vaccine. The method was first 
used in Naples in 1943 on a large scale when 
Allied armies entering the city discovered typhus 
cases. 


INTERNATIONAL NEWS 


Canada 


The Federation of Medical Women of Canada 
held their 25th Annual Meeting, in June, in 
Saskatoon. Dr. Anna Nicholson has been suc- 
ceeded as president by Dr. Jean MacDonald of 
Halifax, Nova Scotia. * * * A tuberculosis con- 
trol grant of $63,000 to finance a hospital ad- 
mission chest x-ray program in smaller hospitals 
throughout Ontario has been authorized under the 
terms of the National Health Plan. Mental 
health grants of more than $864,000 for the 
province of Quebec have been approved. 
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The Netherlands 


Professor A.Ch. Ruys has been elected Presi- 
dent of the Faculty of Medicine, University of 
Amsterdam. Dr. Cornelia Van Arkel is President 
of the Faculty of Natural Sciences at the Uni- 
versity. * * * Providing an international medical 
abstracting service of very wide scope, Excerpta 
Medica, which was started in The Netherlands 
two yeats ago with the support of the Dutch 
government, has been officially recognized by 
UNESCO as the only international English- 
language service of its type in existence today. 
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ITALY 


HE Mepicat Women’s Associa- 

! tion recently awarded a Diploma with 

gold medal to the memory of Dr. An- 
dreina Mucchi Gatti Casazza for her 23 years of 
praiseworthy service at the Ospedale Maggiore, 
the principal hospital of Milan. 

Dr. Gatti Casazza graduated in medicine at 
Pavia in 1923, making her speciality the practice 
of radiology, physiotherapy, and pediatrics. She 
became one of the pioneers of radiology. From 
December, 1939 to 1943, she served as assistant 
radiologist in the Ospedale Maggiore, and in the 
latter year was made head of the physiotherapy 
department of that hospital. From 1934 she also 
served in the Polyclinics of the Municipality of 
Milan, first as Vice-Director, and since 1934 as 
Director. In 1948 death put an end to her 
valuable work. 

Dr. Gatti Casazza’s scientific activity was al- 
ways intense and she had published a number of 
works, especially on the subject of nerve pathology 
and of radiology. She was generous in every way, 
to everybody, giving money, time, interest, to her 
relatives, friends, colleagues, patients, and strang- 
ers—to all those who needed help. Dr. Gatti 
Casazza’s profession was for her a mission. She 
died while still young, leaving among all those 
who knew her a deep regret, but an everlasting 
memory. 


EGYPT 


New light has been thrown on the early origins 
of Egyptian medicine by a study of the so-called 
Edwin Smith papyrus. The Egyptian knowledge 
of physiology was far greater than that evidenced 
by the Greeks or Romans centuries later. In the 
time of the Pharaohs, extensive knowledge was 
indicated of the muscles, the blood vessels, and 
the viscera; it has been learned that they also had 
knowledge of amputations and trepanation. These 
early Egyptians thought highly of anesthesia, 
which they brought about by the use of a powder 
made from a certain quality of marble mixed with 
vinegar. This preparation had the quality of bring- 
ing numbness to any part of the body to which 
it was applied. (Explanation: carbolic acid acts 
as a local anesthetic, and as marble is made up of 
carbonate of lime, its decomposition under the 
influence of acetic acid—vinegar—creates a cer- 
tain amount of carbolic acid.) 


DR. GATTI CASAZZA 


POLAND 


About 50 percent of the present medical stu- 
dents are women. 


THE UNION OF SOUTH AFRICA 


Work has begun on the clearing of the site 
of South Africa’s first cancer clinic which will be 
built at Rosebank, Cape Town. The clinic will 
be known as Liesbeek Clinic. 


THE PHILIPPINES 


The Institute of Nutrition is developing a pro- 
gram of scientific research to improve nutrition 
for the masses and at the same time carry out 
wide information campaigns to prevent diseases 
and deaths caused by malnutrition. Dietary sur- 
veys show that the average Filipino diet is ade- 
quate from the quantitative standpoint but defi- 
cient in quality and balance. 
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INTERNATIONAL SECTION 


INDIA 


Protection from scrub typhus disease is sup- 
plied by the application of chemicals such as 
dimethylphthlate and diethylphthlate to the cloth- 
ing. This is the result of an investigation by an 
Indian zoologist, M. I. Roonwali. He also showed 
that this disease, which raged in a virulent form 
in the Assam jungles during World War II, is 
caused by the bites of tiny mites called trombi- 
culids, which are found on the bodies of rats and 
monkeys. . . . India’s Health Minister, Rajku- 
mari Amrit Kaur, opened the first meeting of the 
Nursing Council of India in New Delhi on May 
19. The main functions of the Council will be to 
lay down minimum standards for the training of 
nurses, to co-ordinate the activities of provincial 
councils, and to consider the creation of an All- 
India register of nurses. Referring to the progress 
of nursing in the country, the Minister said there 
has been a growing appreciation of the services a 
trained nurse can render. The establishment of 
colleges of nursing in Vellore (South India) and 
Delhi, a scheme for sending young women abroad 
for basic training in nursing, and the conferment 
of a gazetted status of nurses in senior positions 
are some of the factors which have brought about 
this change. There is, moreover, a growing aware- 
ness of the nurse’s role in the public health field; 
and a scheme to train public health nurses is 
under consideration. Some of the universities are 
planning to give nursing courses. The two exist- 
ing colleges get more applications from well edu- 
cated girls than they can entertain. . . . Two In- 
dian nurses have won the Florence Nightingale 
Medal this year. One of the winners is Mrs. D. G. 
Howard, Chief Principal Matron in the Medical 
Directorate, for “her outstanding services during 
the war.” The other is Miss M. Thomas, now 
undergoing postgraduate training in public health 
nursing in Britain, who “distinguished herself by 
an exceptional devotion to duty at the Kuruk- 
shetra (East Punjab) refugee camp.” The 
Florence Nightingale Medal was established by 
the Ninth International Red Cross Conference in 
Washington in 1912 and is awarded to trained 
nurses in recognition of their meritorious services 
to the cause of nursing. . . . A large-scale cam- 
paign has been launched in the East Punjab to 
rid the province completely of tuberculosis. One 
of the measures being adopted is the B.C.G. in- 
oculation of about 6,400,000 children between the 
ages of one to 18 years who are susceptible to 
the disease. A team of doctors from abroad, under 


the leadership of H. Solomon, of the World 
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Health Organization, is training a batch of Indian 
doctors in Amritsar in B.C.G. inoculation. . . . 
Advanced study and treatment of cancer and al- 
lied diseases are being planned by the Tata Me- 
morial Cancer Hospital at Bombay. The hospital 
at present affords facilities for effective surgical 
x-ray and radium treatment. It has a highly quali- 
fied surgical and laboratory staff and maintains 
a separate unit for research. A cancer. wing has 
been opened in a Calcutta hospital and efforts are 
being made to open similar centers in Madras 
and Patna. 


TURKEY 


A new bill has been presented to the Grand 
National Assembly, Turkey’s Parliament. Accord- 
ing to this bill, a new General Directory for the 
Control of Tuberculosis will be organized in the 
Ministry of Health, which would be equivalent in 
function and authority to the General Directory 
for the Control of Malaria. In case this bill is 
passed and becomes a law, the control of tuber- 
culosis will be enforced. Great importance is given 
to mass chest radiographs of Turkey’s population. 
Hospitals and sanatoria for tuberculosis will be 
handed over to this directory. Until now, they 
were administered by the General Directory of So- 
cial Welfare responsible for all state organized 
hospital care. . . . Turkish physicians and regis- 
tered nurses this week attended ceremonies in 
Istanbul and Ankara marking the 129th anni- 
versary of the birth of Florence Nightingale, Eng- 
lish hospital reformer. Florence Nightingale was 
in charge of Scutari Hospital, on the Bosphorus, 
where the wounded from Balaklava and Inker- 
man were treated during the Crimean War... . . 
Twenty-one foreign delegates who attended the 
International Congress of Comparative Pathology 
in Istanbul have visited Ankara, where they were 
received by President Ismet Inonu. 


U.S.S.R. 


The number of doctors and doctors’ assistants 
providing free medical service for the population 
reached 950,000 in the first quarter of 1949. 

Moscow will spend over 1,000,000,000 rubles on 
the expansion of her public health services in 
1949. Besides the reconstruction of many already 
existing hospitals, the city will build two new 
maternity homes, one new hospital, and will com- 
plete work on the reconstruction of the city eye 
hospital. The number of doctors in the polyclinics 
and dispensaries will be increased by 657. 


bad . 


New Zealand’s First Woman Doctor 


EMILY H. SIEDEBERG McKINNON, M.D. 


r. Emity Hancock McKiINNon (neé 
Siedeberg), New Zealand’s first woman 


D doctor, was made a Commander of the 


British Empire (C.B.E.) this New Year. To 
celebrate this, her latest honor, the New Zealand 
Medical Women’s Association recently held a 
dinner for her. It was an occasion which gave her 
colleagues an opportunity to express their affection 
and their admiration for her inspiring record. 


Emily Siedeberg was the first woman to grad- 
uate in medicine in New Zealand. She enrolled 
as a medical student at the Otago University in 
1891 and received her diploma in 1896. Then 
followed post-graduate work in Europe, taking 
the degree of L.R.C.P.I. at the Rotunda Hospital 
in Dublin, and attending lectures on Gynecology 
and Dermatology in Berlin. 


Upon her return to New Zealand, Dr. Siede- 
berg engaged in private practice in Dunedin which 
she continued until 1928 when she married Mr. 
James Alexander McKinnon. During this time she 
held a number of important appointments, includ- 
ing those of Medical Officer to the Girls Indus- 
trial School, and Anesthetist at the Dental 
School. For 33 years—from 1905 to 1938—she 
was Medical Superintendent of St. Helen’s Ma- 
ternity Hospital, Dunedin, a training school for 
midwives, and the first in New Zealand to insti- 
tute an ante-natal clinic. She retired from this 
office, when St. Helen’s was closed in order to 
make way for the new Queen Mary Hospital, 
which was established for the purpose of teaching 
medical students. 

Dr. McKinnon was always keenly interested in 
social work, especially in the welfare of women 
and children and was a foundation member 
(1899) of the Dunedin branch of the Society for 
the Protection of Women and Children, on the 
committee of which she served in various capaci- 
ties for 49 years—Treasurer for 19 years, Vice- 
President, 10 years, President for 15 years; in 
1948 she was made an Honorary Life President— 
a notable and probably a unique record. She has 
been associated with most of the important 
women’s organizations in Dunedin and Otago, 
having been a founder and three times President 


of the National Council of Women, a founder 
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EMILY H. S. McKINNON, M.D, 


and President of the Otago University Women’s 
Association and Otago branch of the Federation 
of University Women, and a founder of the 
Otago Women’s Club. She was also one of the 
founders of the New Zealand Medical Women’s 
Association (1921), was President for a number 
of years, and is now its Treasurer. 

Another of Dr. McKinnon’s interests is the 
Pioneer Women’s Memorial Association, which 
she helped to found, and which elected her its 
first President. This Association is now financially 
secure, and, besides a membership of 302, has 31 
other women’s organizations affliated with it. 

Dr. McKinnon’s service to the community has 
won general recognition. She was among the 
recipients of the King’s Jubilee Medal in 1935, 
and in 1938 and 1939, respectively, she was elected 
an Honorary Life Member of the New Zealand 
Registered Nurses Association and of the New 
Zealand branch of the British Medical Association. 


Marian Stewart, M.D. 
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NEWS AND NOTES 


NEWS NOTES 


The National Cancer Institute announces a 
grant of $8,910,000 to Dr. Marcaret R. Mur- 
RAY, College of Physicians and Surgeons, Columbia 
University, for compilation of tissue culture bibli- 
ography and to Dr. ANNA GoLpFELDER, New 
York University, $3,456,000, for investigation 
of phosphorylated and glycolytic activity of 
analogous mammary tumors. 


The “Doctormobile” which operates in the 
Kentucky mountains is a traveling clinic and is a 
City Council Health Department project. It is 
directed by Dr. Mary Nutt Sartu of Louisville. 
The trailer offers immunization, prenatal and well 
baby care, and other health facilities to people un- 
able to afford medical care and living at a distance 
from conventional clinics. 

* 


Dr. Vera Lerres has become a fellow in the 
American College of Chest Physicians. 


At the convention of the American Psychiatric 
Association in Montreal Dr. Karen Horney 
spoke on the “Dynamics of Psychotherapy.” 

* * * 


Dr. Amy Cattery and Dr. JANE Hopcson 
have been certified by the American Board of 
Obstetrics and Gynecology. 

& 


Dr. Irma Gross Drooz has written a biogra- 
phical account of the life of a premedical student. 
It is entitled “Doctor of Medicine.” 

& 


A fellowship in pediatrics has been given Dr. 
Heten Nesorsxy at New York Hospital. 
. * 


Tulane University announces the appointment 
of Dr. Grace GoLpsmitH as Professor of Medi- 
cine. 

* 


New York University has promoted Dr. Ger- 
TRUDE Weiss from Instructor to Adjunct Assis- 
tant Professor in the department of Preventive 
Medicine; Dr. Eprrh NACHMANSOHN and Dr. 
Dora ScHarFer from Assistants to Clinical In- 
structors in the department of Psychiatry. Dr. 
THeresA McGovern has been appointed Clinical 
Instructor in the department of medicine. Dr. 
LituiAN Kaptan and Dr. Sytvia Simon were 
appointed Clinical Assistants in the department 
of Psychiatry. 
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LEGISLATIVE NOTES 


Have you and your friends written your Con- 
gressman objecting to H.R. 2893? Under this bill 
a practicing physician would be obliged to pay 
2% percent of all income up to $4,800 (which 
means about $108 per year). To draw any benefits 
from this a physician would have passed his 65th 
year of age, and have an income less than the 
amount paid in benefits (by Social Security) in his 
state at that time. Robert L. Doughton, Democrat, 
of North Carolina, is the chairman of this com- 
mittee. 

The President’s Reorganization Plan No. 1 
(June 20, 1949) providing for a Department of 
Welfare, will go into effect within 60 days from 
submission, if not opposed by one or both Houses. 
However, if Congress should adjourn (which now 
seems improbable) the plan is lost. The Houses do 
not have the privilege of amending or modifying. 
This would probably give the Federal Security 
Administrator complete control of the National 
Medical Program. 


It is hoped that H.R. 3942 will be defeated, as 
the American Medical Association is anxious that 
the states be not subjected to such control by the 
“Federal Administrator” who would thereby, 
(page 6, paragraph C) be given an opportunity to 
control medical care for all the 29,000,000 chil- 
dren, regardless of the parents’ ability to pay for 
such care. This deserving bill could be altered so 
that its main purpose of improving medical service 
to school children can be accomplished without 
violating sound principles of democratic govern- 
ment. 

MarcareT Mary Nicnotson, M.D. 


Postgraduate Course 
In Diseases of the Chest 


A course in diseases of the chest sponsored by 
the Council on Postgraduate Medical Education 
and the New York State Chapter of the American 
College of Chest Physicians will be given at the 
Hotel New Yorker, in New York, N.Y., Novem- 
ber 14 through 18, 1949. The number of regis- 
trants for this course is limited and applications 
will be accepted in order in which they are re- 
ceived. Remittance in the amount of $50 should 
accompany the application which is to be sent to 
the American College of Chest Physicians, 500 
North Dearborn Street, Chicago, Illinois. 
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(Continued from Page 420) 
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WOMEN’S MEDICAL ASSOCIATION 
OF NEW YORK CITY 


November 9—Program 


For its fall meeting, the Women’s Medical 
Association of New York City is arranging a 
panel discussion on the subject, “Means of Pro- 
viding Adequate Medical Care to the People of 
the United States.” Participating in the discus- 
sion will be Dr. George Baehr, past President of 
the New York Academy of Medicine; Dr. Harry 
S. Mustard, Commissioner of Health of the City 
of New York; Dr. Donal Sheehan, Chairman, 
Department of Anatomy, New York University 
College of Medicine and formerly Director of 
the Commonwealth Fund, New York, and Dr. 
Katherine Bain, Director, Division of Research in 
Child Development, The Children’s Bureau, 
Washington, D. C. 

The program has been planned with the hope 
that needs will be clearly defined, that ways of 
meeting these needs will be presented, and that 
the discussion will be objective, dispassionate, and 
informative. The high caliber of the participants, 
who are interested not in selling a plan but in 
discussing a situation, is a guarantee that these 
aims will be attained. The meeting, which will 
be an open one, will be held at Beekman Tower 
Hotel, 7 Mitchell Place, on November 9, 1949, 
and will be preceded by a dinner. Members of the 
American Medical Women’s Association and all 
others interested are cordially invited to attend. 
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burnal of the- 


AMERICAN MEDICAL WOMENS ASSOCIATION 


ASSOCIATION NEWS AND ANNOUNCEMENTS 


PRESIDENT’S MESSAGE 


“Let’s Be Factuac” 


s I Go THROUGH THE Minutes of past 

A meetings I am struck by one glaring 

fact: how much we attempt to do on 

limited funds and how much we fail to do for 
that very same reason. 

A survey among your friends who belong to 
other National groups will reveal a generally 
higher level of dues and often a program more 
extensive in scope. And this, in spite of the fact 
that we probably fit in an income bracket which 
makes us equally, if not better able than they, to 
support a first class organization. 

Of course, we have many demands on our in- 
come from other professional groups to which we 
belong but I believe that, if we all invested a little 
more of our spirit and enthusiasm in this which 
is peculiarly ours, we would reap a corresponding 
reward. Don’t forget that fellowship is a valuable 


possession and this Association has demonstrated 
to many of us a deep sense of fellowship. Those 
who have not experienced it have simply not com- 
mitted themselves to finding out its richness. 
Reasonable annual dues should be a small price to 
pay for better organization. 


In order that your Board can be kept aware of 
your feelings in this matter I would appreciate a 
post card opinion from each of you. It may sur- 
prise us! 


Rr dalla 


Dorotny W. Arxinson, M.D. 
President 


NOTICE OF MID-YEAR BOARD MEETING 


The midwinter board meeting will be held on 
November 11, and November 12, in Tucson, 
Arizona, at the El Dorado, a new guest ranch at 
which we are to be “charter guests.” This privilege 
will bring us extra attention and a very special rate 
of $15.00 a day all inclusive. 

This meeting gives us something we all need: a 
winter vacation with a decided change of scene 
and climate which should send us home with re- 
newed vigor. 


Within a short distance are such sights as 
Colossal Caves, Mt. Lemon, Suahuaro National 
Park, Sabino Canyon and Nogales, Mexico. 


Please drop a post card to Dr. Teresa Mc- 
Govern, 2516 East Eighth Street, Tucson, Arizona, 
telling her how many days you can spare and if 
you have any particular places you would like to 
see—she can tell you all about it and also arrange 
for the extension of your reservations at El 


Dorado. 
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Be sure to bring walking shoes, sweaters or a 
warm sports coat—for those wishing to ride, Levis 
and Western boots or heavy, high, walking shoes 
can be worn. It may be warm enough during the 
day to wear cottons and bathing suits—there is a 
beautiful pool for those wishing to swim which is 
filtered and heated; the dinners will be informal. 

Not only the officers, but all our members who .- 
can, should seize this opportunity to have a won- 
derful vacation; renew old friendships and develop 
new ones from this group of interesting women 
with widely varied interests and backgrounds from 
all over our great country. 

At your request the meeting is to be stream- 
lined, and only those committees which are in pro- 
cess of formulating plans or are of particular in- 
terest at this time have been asked to make re- 
ports. 

If it is warm enough the meeting will be held 
outdoors “on one of the terraces under the trees.” 
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NOTICE OF BOARD MEETING 


There will be a preliminary committee meeting 
on Thursday, November 10th: 


11:00 A.M. Reference Committee C. 
3:00 P.M. Finance Committee 
3:00 P.M. Joint meeting of Committees on 
Medical Education, Opportunities 
for Women, and Public Relations. 
8:30 P.M. Executive Committee 
8:30 P.M. Reference Committee A. 


On November 11th, the Board meeting will 
begin. At Lunch, Dr. Ada Chree Reid will give 
a report of the International Board meeting held 
in Finland. From 4:30 to 6:00 there will be a 
cocktail party given us at the Desert Treasures. 


At Friday dinner, Dr. Grace Roth of the Mayo 
Clinic will give an interesting talk on her original 
scientific work. 

On Saturday, any unfinished work will be at- 
tended to, and there will be time for sight seeing 
and other pleasures. 

Please make your reservations early—at least 
two weeks in advance or earlier—if cancellation 
must be made, please make them also as soon as 
possible. 

We are being favored with a special rate and 
extra staff is being hired to serve us, so we do not 
wish to work any hardship on our hosts. 

Reservations to: Mrs. Evelyn Brown Bittker, 
c/o El Dorado. P. O. Box 111, Tucson, Arizona. 


Attention—Women Interns and Residents 


If interns and residents are interested in the 
following questionnaire, please communicate with 
the Committee on Opportunities for Women in 
Medicine, Dr. Occo E. Goodwin, Chairman, 490 
Post Street, San Francisco, California. 

Address 


2. From what medical school did you graduate? 


3. What was your approximate scholastic stand- 
ing? 

4. Where did you serve an internship? 
For how long and when? 


5. Have you had a residency, and if so where? 
For what duration? 


In what field? 


6. Have you been refused a residency? 
From what hospital? 
What reason was given for non-acceptance? 


OPPORTUNITIES 


RESIDENCIES IN TUBERCULOSIS 


Residencies have just been made available to 
women at Seton Hospital, New York City. They 
are open now and are for medicine, although 
women will be considered for surgery also. Seton 
is a newly acquired New York City Tuberculosis 
hospital of over 500 beds, in Riverdale (a suburb 
of New York City) and really beautiful. 


* * * * 
Pusiic HEALTH Officers FoR Over-SeAs Duty 


The following information has been obtained 
from the Department of the Army, Office of the 
Secretary of the Army: 

Tenure of appointment: indefinite with mini- 
mum tour of duty of two years; salary: $6,858.72 
per annum—taxable; location: Japan—specific 
locality of assignment is made after arrival in 
Japan; transportation and housing: both furnished 
by the government. 

There is no date for the filling of vacancies. 
When the need for replacements or new ap- 
pointees arises, requests are made from the over- 
seas command or personnel. 

For further information, address communica- 
tions to Charles C. Furman, Chief, Recruitment 
Section, Overseas Affairs Branch, Civilian Per- 
sonnel Division, Washington 25, D.C. 


NEW MEMBERS 


Arizona 
Clara Seippel Webster, M.D.—4 E. Congress St., 
Tucson, Ariz. M.D., University of Illinois, 1907. 
Specialty: Gynecology. Fellow, A.M.A. Endorsed by 
Dr. Catharine Macfarlane. 


District of Columbia 
Lois I. Platt, M.D.—2026 R. St., N. W., Washing- 
ton, D. C. M.D., University of Maryland, 1946. Mem- 
ber of District of Columbia and County Medical. 
Specialty: Cancer cytology. Endorsed by Drs. Grace 
Hughes Guin and Carolyn S. Pincock. 


Illinois 
Anita E. Rapoport, M.D.—646 Sheridan Rd., Chi- 
cago, Ill. M.D., University of Illinois, 1939. Member, 
A.M.A., County Medical, American Society of Anes- 
thesiologists, Inc. Specialty: Anesthesiology. Endorsed 
by Drs. Evangeline E. Stenhouse and Helen Button. 


Oregon 
Alice R. Kulasavage, M.D.—10202 N.S. Sandy 
Blvd., Portland 20, Oregon. M.D., University of 
Illinois, 1943. Specialty: Obstetrics and Gynecology. 
Member of A.M.A., State and County Medical. En- 
dorsed by Drs. Laura Ladd and Miriam Luten. 


Pennsylvania 
Irene E. Maher, M.D.—5501 Greene St., Philadel- 
phia 44, Pa. M.D., Woman’s Medical College of 
Pennsylvania, 1944. Specialty: Internal Medicine. 
Member, County Medical, Blockley Medical So- 
ciety, Alpha Omega Alpha, Zeta Phi. Endorsed by 
Drs. Dorothy W. Atkinson and Alma Dea Morani. 
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The Journal of the 
AMERICAN MEDICAL WOMEN’S ASSOCIATION 


Announces its plans for 1950 and invites your subscription 


THE JouRNAL will publish regularly 


ORIGINAL ARTICLES of scientific value by eminent physicians; special numbers on heart disease and can- 
cer are scheduled with contributors from foreign countries as well as from the United States. 


RECENT ADVANCES in which are reported the newest developments in diagnosis, research, and therapy, 
keeping you, the busy physician, informed of progress in fields of medical practice other than your own. 


SEMINARS IN THERAPY in which are discussed methods of treatment, combining of the newest those that 
have passed the test of clinical experience and can therefore be safely used in your own practice, and of 
the oldest, those that have withstood the test of time. 


CLINICS IN HEALTH PROMOTION, a new department in which will be presented the techniques in the 
control and prevention of disease and their application to the individual, stressing the newer concept of 


preventive medicine as being, not only disease prevention but the more positive program of health pro- 
motion. 


REPORTS OF PROCEEDINGS, brief summaries of papers and discussions presented at important congresses 
bringing you the highlights of these meetings. 


CURRENT PUBLICATIONS, abstracts of articles written by women physicians; this listing appears only in 
the JouRNAL OF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION. 


In the non-scientific section will be 


THE PROBLEM CLINIC, questions dealing with the legal and business sides of medical practice will be an- 
swered by specialists in their respective fields. 

FEATURE ARTICLES of special interest to medical women, such as The Status of Women Physicians, a 
series in which the position of medical women in each country is presented by an outstanding member of 
that country; Medical Practice Around the World, the interesting experiences of women physicians who 
are engaged in unusual medical practice; Album of Medical Women, biographies of the important doc- 
tors of the past and present; Opportunities for Women Physicians, factual discussions of fields of medicine 
of particular interest to women doctors, and listings of residencies, fellowships, situations available; News 
from all quarters of the globe, gathered by our many international correspondents. 


BOOK REVIEWS, CASE REPORTS, EDITORIALS on timely topics, and many other interesting and inform- 


ative articles. 


THE JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


is published monthly, subscription $5.00 per year, ($9.00 for two years). 


JOURNAL OF THE AMERICAN MEDICAL WoOMEN’s ASSOCIATION 
Suite 1939, 30 Rockefeller Plaza, New York 20, N. Y. 
Send the Journal for one year, two years, to: 


ADDRESS 


[Check enclosed.] 
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Abbott Laboratories 
Ayerst, McKenna & Harrison, Ltd. 
Borden Company 

Ciba Pharmaceutical Products, Inc. 
Coca-Cola Company 

Desitin Chemical Co. 
Holland-Rantos Co., Inc. 

Johnson & Johnson 

Lanteen Medical Laboratories, Inc. 
Eli Lilly & Company 

Mead Johnson Company 
Merck & Company, Inc. 
Philip Morris & Co., Ltd., Inc. 


Below is noted a list of the firms who at the present time are advertising in 
the JouRNAL OF THE AMERICAN Mepicat Women’s AssociaTION. We appreciate their 
interest in our publication and ask our members to favor them whenever possible. 


Ortho Pharmaceutical Corporation 
Parke, Davis & Company 

Picker X-Ray Corporation 

Schering Corporation 

Smith, Kline & French Laboratories 
Spencer, Inc. 

E. R. Squibb and Sons 

R. J. Strasenburgh Company 
Martin H. Smith Company 

Swift & Company 
Tampax, Inc. 

Upjohn Company 
Winthrop-Stearns, Inc. 


HE STAFF OF THE New England Hospital 

For Women And Children, in Boston, 

Massachusetts, has been aware for some 
time of the desirability of an intensive teaching 
program, not only for the better training of house 
doctors, all of whom are women, but also for the 
maintenance of a high standard of practice within 
the hospital. It has finally become possible to 
institute a definite teaching program in medicine 
and surgery as a result of the appointment of a 
full time instructor for this purpose in each of 
these departments. 

Dr. Anella Brown, instructor in surgery, is a 
graduate of the Woman’s Medical College of 
Pennsylvania. She was a resident in surgery at the 
Cleveland Clinic for three and a half years, and 
for one year she was a fellow in surgery under 
Dr. L. Kraeer Ferguson at the Woman’s Medical 
College Hospital. Dr. Constance Curtiss, full time 
instructor in medicine, was graduated from the 
School of Medicine of Western Reserve Univer- 
sity. She spent two years at the University Hos- 
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THE NEW ENGLAND HOSPITAL FOR WOMEN AND CHILDREN 
INAUGURATES TEACHING PROGRAM FOR HOUSE STAFF 


pitals of Cleveland as intern and assistant resident 
in medicine, and two years at the Joseph H. Pratt 
Diagnostic Hospital in Boston, Massachusetts, as 
resident in medicine and then as research fellow in 
medicine under Dr. Edwin B. Astwood. 

To date, the following house officer appoint- 
ments have been approved: one-year residency in 
obstetrics, two-year residency in anesthesia, and 
two-year residency in pediatrics. It is planned to 
establish in the near future a residency in medicine. 
In addition, the New England Hospital for Wom- 
en and Children offers a twelve-month training 
course for technicians that meets the requirements 
of the American Registry of Medical Technol- 
ogists. The School of Nursing is well known. 

Members of the hospital staff have given gener- 
ously of their time and energy to the training of 
their house staff in surgery, pediatrics, obstetrics, 
medicine, x-ray, anesthesia and pathology. The 
recent institution of a teaching program in medi- 
cine and surgery should further increase the edu- 
cational advantages of this hospital. 
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THE KOROMEX JELLY 
REFILLABLE UNIT 


& 
Unit, This fine ©ntaine, is ivory. 
for home ang idea} for traveling, It ©ontain, 
two regula, Size tubes of Korome, Jelly Which 
Fest in Korome, 
Storeg in the ingenious, 
COver ™Partmeny "anda Korome, Measureg 
Dose Plunge, APPlicato, thas rests Securely On 
its Own rack, 
Where Pregnancy is 
Meng the Korome, Jelly Refillable 
Unit Your “iscriminating Women Patiens, 
For those Ff you, Patiens, Who "equire slightly 
tGining two tubes of Korome, Cream insteag of 
ACTive INGREDIENT. BORIC ACID 2.0% Ox: YQUINOL BENZ0,4 Te 0.020, AND 
ACETare 0.02%, IN Or CREAw BASES 
NOLAND. Rants COMPANY, 145 HUDSon STREET NEw YOrK 13, N, 
MERLE YOUNGS PRESIDENT 


QUESTION: 


Do nose and throat specialists suggest “Change to 


Philip Morris Cigarettes”? 


ANSWER: 


Yes. When patients under treatment for throat con- 


ditions persist in smoking, many eminent nose and 


throat specialists suggest’”“Change to Philip Morris’* 


...the only cigarette proved** less irritating. 


@ In fact, for all smokers, it is good practice to 
“Change to Philip Morris.” 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, New York 


*Completely documented evidence on file. 
**Reprints of published papers on request: 


Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60; 
Proc. Soc. Exp. Biol. and Med., 1934, 32-241; N. Y. State Journ. Med., Vol. 35, 6-I-25, No. II, 590-592. 
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The fluid sulfadiazine that 


Children—and adults who balk 
at bulky sulfadiazine tablets— 
take EsKADIAZINE willingly 
because of its delicious taste 
and pleasant consistency. 


Instead of ordinary sulfadiazine, 
EsKADIAZINE contains S.K.F.’s 
microcrystalline sulfadiazine in 

a stabilized suspension. Result: 
desired serum levels may be attained 
3 to 5 times more rapidly with 
EsKADIAZINE than with sulfadiazine in 
tablet form. Each 5 cc. (one teaspoonful) 
contains 0.5 Gm. (7.7 gr.) of 
sulfadiazine—the dosage equivalent 
of the standard sulfadiazine tablet. 


Smith, Kline & French Laboratories, Philadelphia 


the outstandingly palatable fluid sulfadiazine 


tastes better! 


Here’s an easier way to treat 


MONILIAL 
VULVOVAGINITIS 


> By prescribing the daily use of NAPRYLATE 
SUPPOSITORIES, encapsulated, it is now far easier 
to effectively supplement initial and 

subsequent office procedures in the management of 


Monilial Vulvovaginitis. 


Stubborn Monilia albicans yields to the 
fungistatic activity of sodium and zine caprylate as 
incorporated in NAPRYLATE SUPPOSITORIES, 


These caprylates also possess bacteriostatic 
activity against staphylococcus aureus and beta 


hemolytic streptococcus. 


NAPRYLATE SUPPOSITORIES are non-staining. 


Write for Literature 


STRASENBURGH 


PHARMACEUTICAL CHEMISTS SINCE 1886 
ROCHESTER 4, NEW YORK 
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APHARSEN 


an aventcal of chotce 


fe the treatment 


In the judgment of experienced syphi- 
lologists MAPHARSEN ranks as an agent 
of choice—a selection based on its high 
degree of efficacy, its low incidence of 
toxicity, its adaptability to any desired 
schedule, and its ease of administra- 
tion. MAPHARSEN rapidly controls in- 
fectiousness in early syphilis and pro- 
duces reversal of serologic signs. 


MAPHARSEN, alone or with penicillin, is adaptable 
to intensive, intermediate, or prolonged treatment 
schedules. Preparation of MAPHARSEN for injection 
involves only the addition of distilled water as a 
solvent, and several doses ‘may be prepared 
simultaneously for group treatment. 


MAPHARSEN (oxophenarsine hydrochloride, 
Parke-Davis) is supplied in single dose am- 
poules of 0.04 Gm. and 0.06 Gm., boxes of 
10, and in multiple dose ampoules of 0.6 Gm. 
in boxes of 10. 


CAN 
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PARKE, DAVIS & COMPANY *& 


DETROIT 32, MICHIGAN 2 
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METANDREN LINGUETS 


E> LOW-COST MALE HORMONE THERAPY 
J 


...Wwith nearly twice 


the potency 


of ingested tablets 


NEW IMPROVED DESIGN 


FOR SLOw ABSORPTION GY 


Metandren Linguets contain methyltestosterone for sublingual or 
buccal administration. 


The superiority of Metandren Linguets over other androgens by this 
route may be partly attributed to the fact that only methyltestosterone 
is effective orally. In contrast, when free testosterone or testosterone 
propionate is given sublingually, that portion unavoidably swallowed 
is almost completely destroyed. 


Metandren Linguets of methyltestosterone are the “most economical 
and also efficient way of administering testosterone,” according to 
Lisser.' Tyler finds that 140 mg. of methyltestosterone weekly in the 
form of Linguets is equivalent to an ingested dosage of approximately 
210 mg., or to an injected dosage of 75 mg. of testosterone propionate.” 


Adult maintenance dosage is from one to three 5-mg. 
Linguets daily. Most children need only one-half to one 
5-mg. Linguet daily. Literature on request. 


EN 
PpE R A estosterone 


soneer bra actab 1. Lisser, H.: Calif. & West. Med., 64: 177, 1946 
-- pons the most potent injec 2. Tyler, E. T.: J.A.M.A., 139: 9, Feb., 1949. 
, 
prop androge™- MEeETANDREN LinGUETS, 5 mg. (white), scored; 10 mg. 


(yellow), scored —in bottles of 30, 100 and 500. 


ib 
Cl a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


METANDREN LINGUETS — Trade Marks Reg. U. S. Pat. Off. 2/1438M 
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